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THE CONTINUING INFANT MORTALITY CRISIS 
IN ILLINOIS 
PART 2 



MONDAY. OCTOBER 5. 1987 

House of Representatives, 
Select Committee on Children, Youth, and Families, 

Chicago, IL. 

The Committee met, pursuant to notice, at 2:42 p.m„ at Chil- 
dren's Memorial Hospital, Chicago, IL. Hon. George Miller, Chair- 
man, presiding. 

Members present. Representatives Miller, Durbin, Coats, Hastert, 
and Hayes. 

Staff present. Ann Rosewater, staff director; Karabelle Pizzigati, 
professional staff, Jill Kagan, professional staff; and Evelyn An- 
deres, minority staff assistant. 

Chairman Miller. The Select Committee on Children, Youth, 
and Families will come to order. 

This is the continuation of the hearing that started earlier this 
morning in Springfield on the continuing infant mortality crisis in 
the State of Illinois. 

Today is National Child Health Day and while the White House 
is sending up balloons and saying proclamations, the Select Com- 
mittee on Children, Youth, and Families is here to examine why 
the mo3t preventable national tragedy, the annual death of 40,000 
babies in the first 12 months of life, continues to occur. Thanks 
to my coller^e, Richard Durbin, w^ nave had the opportunity to 
come to Illinois, and spend the day looking at this crisis in Illinois. 
This morning we met in Springfield. This afternoon we are here in 
Chicago to examine the persistently high rates of infant death in 
this State. 

Few indicators of a nation's health are more important than 
* infant mortality. But after years of reducing infant deaths and low 

birthweight, a leading determinant of neonatal death and lifelong 
disability in the 1980's, our progress has come to a virtual halt. 
In Illinois, there have been several exemplary State, city and pri- 
' vate initiatives to improve infant health. Yet, infant mortality and 

Ijw birthweight rates remain above the national average, and 
higher than in any other northern industrialized state. For Black 
infants in Illinois, and throughout the nation, the risks of infant 
mortality and low birthweight are twice as high as for white infants. 

Since 1979, the percentage of pregnant women nationwide receiv- 
ing prenatal care in the critical first trimester, 76 percent, has seen 
no marked improvement. A just released Government Accounting 

(1) 
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Office survey of pr^ant women, both Medicaid recipients and un- 
insured women, concluded that insufficient prenatal care was a 
problem for women of all childbearing ages, of all races, and from 
all sizes of communities. And GAO found that in Illinois and the 
seven other states surveyed, nearly two-thirds of the womeu re- 
ceived insufficient prenatal care last year. In Chicago, the rate was 
even higher, 72 percent. 

This morning in Springfield, we heard that lack of services, inad- 
equate health insurance, low physician reimbursement rates and 
high malpractice rates are the primary barriers to women receiv- 
ing early and essential prenatal care. 

In Chicago, however, even when services are available, we will 
learn that far too many low income women are not getting them. 
Lack of money to pay for services, lack of transportation, and child 
care, even among working families, means that thousands of women 
put off or do not get prenatal care. Others who may overcome these 
obstacles often face long waits in overcrowded clinics where highly 
stressed staff and langi^age and cultural differences discourage 
consistent participation. 

This afternoon we will hear, in depth, about the obstacles that 
Chicago women confront in their efibits to obtain prenatal care. 
We will hear from health care providers, state and local health of- 
ficials, advocates and mothers who have had difficulty obtaining 
appropriate prenatal care. We will also hear concerns about the high 
postneonatal mortality rate in Chicago. 

Let me thank Children's Memorial Hospital for their hospitality 
and for the opportunity to ho!d these hearings today. And 1 thank 
my colleagues, Dick Durfcin and Dan Coats, *rom Illinois and from 
Indiana for their contributions to these hearings and the help that 
they have provided in the background work to set up today's hear- 
ings. I also want to send our thanks to the offices of Congressmen 
Rostenkowski and Sydney Yates for the support that they liave 
provided to this Select Committee in arranging for these hearings. 

At this point, I would like to recognize Congressman Coats. 

[Opening statement of Hon. George Miller follows:] 

Opening Statement or Hon. George Miller, a Representative in Congress From 
THE State or Caupornia, and Chairman, Select Coicmfti-ee on Children, 
Youth, and Famiues 

Today is national Child Health Day. And while the White House is sending up 
balloons and signing proclamations, the Select Committee on Children, Youth and 
FamiliCT IS here to examine why a most preventable national tragedy— the annual 
death of 40,000 babies in their first 12 months of life-^wntinues to occur Thanks to 
my colleague Congressman Richard Durbin, we have had the opportunity to come to 
Illinois. This morning we met in Springfield, and this afternoon we are here in Chi- 
cago, to examine the persistently high rates of infant death in this state. 

Few indicators of a nation's health are more important thar infant mortality. But 
after years of reducing infant deaths— and low birthweight, a leading determinant 
of neonatal death and lifelong disability— in the 1980's, our progress has come to a 
virtual halt. 

In Illinois, ihzn have been several exemplary State, city and private initiatives to 
improve infant health. Yet, infant mortality and low birthweight rates remain 
above the national average, and higher than in any other northern industrialized 
state. For black tnfanU in Illinois, and throughout the nation, the risks of infant 
mortality and low birthweight are twice as high. 

It is deeply troubling thai, over the past decade, on every measure— infant deaths, 
low birthweight, inadequate prenatal care, and births to teenagers— Chicago has 
surpassed the already high State rates. In 1985, the infant mortality rate for all Chi- 
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cago babies was 16 per 1000 live births; for black Chicago babies, the rate was 22 per 
1000, twice the rate for white babies 

What I find most disturbing is that a great many of these infant deaths— and, in 
fact, a great many problems in early childhood — could be prevented through early 
and continuing prenatal care. Yet an alarming number of women, especially those 

• who are uninsured, low-income, or teenagers, fail to receive such care. 

Since 1979, the percentage of pregnant women nationwide receiving prenatal care 
in the critical first trimester— 76%— has seen no marked improvement A just-re- 
leased Government Accounting Ofiice survey of pr^nant women— both Medicaid re- 
cipients and uninsured women — concluded that "insufficient prenatal care was a 

« problem for women of all childbearing ages, of all races, and from all sizes of com- 

munities/' 

And GAO found that, in Illinois and the 7 oth6«' states surveyed, nearly % of the 
women received insufficient prenatal care last year. In Chicago, the rate was even 
hi^r, 72% 

This morning, in Springfield, we heard that lack of services, inadequate health 
insurance, low physician reimbursement rates and high malpractice rates are the 
primanr Kwrriers to women receiving early and essential prenatal care. 

In Chicago, however, even when services are available, we will learn that far too 
many low-income women are not getting them. Lack of money to pay for services, 
transportation, and child care — even among working families — means that thou- 
sands of women put off or do not get pren-^tal care. Others who may overcome these 
obstacles oftsn face long waits in overcrowded clinics where highly stroned staff 
and language and cultural differences discourage consistent participation. 

Stopping these tragedies makes fiscal as well as human sense. From my perspec- 
tive, the chance to spend $400 for comprehensive prenatal care over the 9 month 
course of pregnancy for a healthy baby instead of $20,000 for 20 days of neonatal 
intensive care for an underwei&ht baby is an opportunity not to be missed. The evi- 
dence is clear we can return $3 to the Federal treasury for every one we invest in 
nutrition supplements for high risk pregnant women, and more than $3 for every 
one we invest in prenatal care. 

This afternoon, we will hear in depth about the obstacles which Chicago women 
confront in their efforts to obtain prenatal care. We will hear from health care pro- 
viders, state and local health rfficials, advocates and mothers who have had difficul- 
ty obtaining appropriate prenatal care. We will also hear today concerns about the 
high poetneonatal mortality rate in Chicago. 

It is my hope that their testimony will help us determine how the federal, state 
ano local governments, working together with the private sector, can overcome the 
bar here to care and ensure a healthy state for all children 

Let me thank Children's Memorial hospital for their hospitality and for the op- 
portunity to hold our hearing here. I appreciate the excellent cooperation we have 
received from both the Governor and the Mayor in our planning of these hearings. 



The Continuing Infant MoRTALrrv Crisis in Ilunois— A Fact Sheet 

INFANT MORTAUTY RATE CRmCALLY HIGH. ILUNOIS AMONG NATION'S HIGHEST 

The U.S ranked last (tied with Belgium, the German Democratic Republic and 
the German Federalist Republic) among 20 ind'istrialized nations in its infant mor- 
tality rate (IMR) » in 1980-85 (Children's Defense Fund [CDF]. 1987i 

In 1985, there were 40.0.30 deaths of infants under 1 year nationwide, an IMR of 
10.6. For white infants, the rate was 9.3 . essentiplly the same as in 1984; for black 
infants, the rate was 18 2, compared with 18 4 in 1984 (National Center for Health 
Statistics [NCHS]. 8/87). 

Neonatal mortality rates (NMRJ * for all infants were essentially the same in 1984 
and 1985 (7 0); postneonatal mortality rates (PNMR)^ for white infants were about 
the same in 1985 (3.2) as in 1984 (3 3). continuing a 3-year pattern. For black infants, 
the PNMR declined between 1984 (6 5) and 1985 (6.1). contiruing the decHne ob- 
served from 1983 (6 8) to 1984 The downward trends in the NMR and PNMR have 
slowed recently for infante of both races. (NCHS. 8/87) 

With the exception of Illinois, the 10 States with the highest overall IMR's in 1984 
were southern (DC. SC. MS. AL. GA. NC. VA. LA. and TN). (CDF, 1987) 



» Infant Mortality rate (IMR) deaths to mfanbi und year'l.fKKl hve birth* 

* Neonatal mortality rate (NMR) ^ deaths to infants c \»r 2S days/ l.fKK) hve births 

* Pmtneonatal morUt '.ity rate <PNMRt^ deaths to infants days- 11 months/ 1. (KM) live births 
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IMR Inftdrta^*^ "^J^^ "P J""" ^6 previous year. In 1984. the 

IMK for blacks (20.4) in Illinois was more than twice as high as that for whites (9 4) 
(Illinois Department of Public Health [IDPH], 1987) 

tow BIRTHWEIGHT RATE PLATEAUS; REMAINS STRONG PREDICTOR OF INFANT MORTAUTY 

diP^thl'*^'J^^**'lK^rr '"i^^t-in.the U.S. are nearly 40 times more likely to 
die in the Ist month of life and are 3 times more likely to have neurodevelopmentel 
IIOMU^r an^'^a'-e* t^^" """na' infants. (Institute of Medicine 

In 1985, 67% of infant deaths d ring the Ist month and 50% of deaths in the Ist 
'fn fJ^^M^tr ?",?^^'^t^f (Government Accounting oC [GAOl 9/87^ 
■ iQ^' • ^ 1' '"'^ '•"^'^ 254,000 babies' were LBW, the lame rate as 

mt^GAO ^P^TlD^^^f'''' ^^^2 to 7 5% ^ 

.!^^i^^n^:^lfl^,\D'i^'' "^^^ '^^^ '''' 

by GAa S% were LsTlo&^tf^r'' "^""^ ^"^^"^ 

nf^mTfi^ITVi^^^".*'"' ^'"^ P'-enata' care are 3 times more likely to be 
Of L,BW tnan those bom to mothers who receive early care. (GAO, 9/87) 

INFANT MORTAUTY, LOW BIRTHWEIGHT MORE UKELY AMONG BAKIES OF TEENAGE 

MOTHERS 

«„!rllIIi?f'frJ*' *^ the neonatal period 

^ertS. 40 '?L2i''''f'^ ^ ''■^ o J**^ P^tn^nftal period as those bom to mXn, 
^^thf^ ♦K^- '"^"^nH" times as likely to be LBW as infants bom to 

? f^i",*]'^"!?'?.?" ^ ' (Congressional Research Service, 1/86) 
in 1984, M% of all births were to teenagers. 13.6% of mothers under 15, 10 3% of 
mothere ages 15-17 and 8 8% of mothers ages 18-1«» had LBW infants. (NCHS, 7/86; 
I i^e^^i c Children, Youth, and Famili' , [CYF], 3/87) 
In 1985, 1.2.5% of births in Illinois were to tcnage mothers, 10.7 of whom had 

5MOKING AND ALCOHOL ABUSE PLACE INFANTS AT RISK OP DEATH, LOW BIRTHWEIGHT 

iJLl^A Vi?" ""t^^^^ smoking results in roughly 50^000 fetal deaths and 4 000 
wefJht^i^^^ 36^:00 (15%) LBW babies born in 1983 were under- 

^t^^(Ji^'''''ATl}^'l l'?'''''^ pregnancy. (CYF, 5/86) 

19^^ of cMinJln "^^"^ bom with fetal alcohol syndrome (FAS) in 

« children with FAS have ore- and postnatal growth retardation requir- 

ing neonatal intensive care. (CYF, 5/86) i^ivonvii ic^un 

PRENATAL CARE REMAINS UNAVAILABLE TO MANY 

clt'c^^^ti}?^^^^^ mothers who did not begin prenatal care in the 

^ «nH^ «7ui ^ of Pregnan<nr remained stagnant at 24%. 21% of white moth- 
ers and 38% of black mothers in 1985 did not receive early prenatal care. (NCHS, 7/ 

c.?vinl"lI^i^orJ?"^ there was a slight improvement in the proportion of women re- 
f*^^ "^""^ ^"-i*'^ trimester from 77% in 1982 to 78% in 1986, the 
ffi"^;in^976M?Dm 1^7, ""^""^^ ^^3^^ - compared 

Aporoximately 11,400 low income women who receive late or .to prenatal care de- 
liver babi^ in Illinois each year (Voices for Illinois Children, 8/87) 
f Jlt?^^^ r ^^^^^^^ recipients and uninsured women (69% of low-income 
teens) and 29% of women with private health insurance surveyed by GAO received 

surveyed (but only 2% of privately insured women) began prenatal care during the 
last 3 months of pregnancy or made 4 or fewer visits (C AO, 9/87) 

* Low birthu^ight (LBW)- 5V2 ibs (2,500 gramsi or lew at birth 
\en low htrthuvight - under 3 lb*, .1 oz ( 1 .500 grams) at birth 
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In 1984, 17% of women of reproductive age lacked insurance to pay for prenatal 
care and another 9% had only Medicaid coverage. (GAO, 9/87) 

In 1986, the average Medicaid reimbursement rate for total maternity care was 
about $473 nationwide and $446 in Illinois, while the median physician charge for 
such care was more than twice as high ($1,000). (GAO, 9/87) 

A 1985 survey indicated that obstetricians/gynecologists (ob/gyn's) paid an aver- 
age of $20 818 for insurance coverage in 1984. Tlie mean cost of coverage in the Mid 
North region, which includes Illinois, was $23,025, or 11.1% of mean gross income. 
For those reporting mcreases, premiums had risen an average of $9,871 since 1983, 
and an average of $13,361 in the Mid North region. (American College of Obstetri- 
cians and Gynecologists [AOOG], 11/85) 

As of 1985, 1?.3% of cb/gyn*8 nationwide had given up obstetrics due to liability 
pressures. 23.1% had decreased the level of high risk obstetrical care and 13.7% had 
decreased the number of deliveries they performed. (AOOG, 11/85) 

In 1984, an estimated 40% of high-risk pregnant women and chiluren eligible for 
the Supplemental Food Program for Women, Infh.its and Children (WIC) were 
served; less than half (48%) of eligible Hlinois women and chilc!ren were served. 
(U.S. Department of Agriculture [USDA], 1987; CDF, 1987) 

PRENATAL CARE, PROPER NrmUTION PROMOTE INFANT H£ALTH, SAVE PUBUC DOLLARS 

A woman who has 13-14 prenatal visits has only a 2% chance of having a LBW 
baby. Without any prenatal care, the risk is Jver 9% (GAO, 9/87) 

WIC participation leads to longer pregnancies, leading to fewer premature births, 
and fewer fetal and neonatal deaths. For every $1 invested in WIC's prenataJ com- 
ponent, as much as $3 are b&ved in short-term hospitalization costs. (USD A, 1/86; 
CYF, 8/85) 

Every $1 spent on prenatal care for high-nsk women could save $3 38 in the cost 
of neonatal intensive care, on which more than $2.4 billion i;^ spent annually flOM, 
1985; GAO. 9/87) 

Mr. Coats. Thank you, Mr. Chairman. I do not have a formal 
opening statement. This is probably though, one of the most criti- 
cal issues that the Children, Youth, and Families Committee has to 
deal with. And it is an area where, I think, by correct and tamely 
intervention we can make a difference, and make a substantial dif- 
ference. I look forward to hearing what the witnesses have to say, 
and I want to thank Congressman Durbin for his efforts in putting 
the Springfield hearing together. I also want to thank Congress- 
man Hastert, who has been a valuable member of our Committee, 
translating his experience in th^ Illinois legislature to the efforts 
that he has made on behalf of the Ciildren, Youth, and Families 
Committee in Washington. We thank him now for his efforts and 
participation in helping and urging us to come to Chicago for the 
hearing. So we look forward to the hearing and thank Children's 
Hospital for the chance to be here. 

Chairman Miller. Thank you. Congressman Durbin? 

Mr. Durbin. I want to thank Chairman Miller for bringing these 
hearings to Illinois. And unfortunately, it is a very important place 
to hold these hearings. I say unfortunately, because in the United 
States today, we rank dead last in the World among the industrial- 
ized countries in infant mortality. 

As you look at the states across the nation you will find that the 
State of Illinois has the worst infant mortality rate of any northern 
state in the United States of America. And, I regret to add, that 
the City of Chicago has one of the worst infant mortality rates in 
our Country. So we have come to the source to explore the problem 
and try to work out solutions. 

I might add that the testimony we received in Spnn^eld sug- 
gests that these solutions will call on nol only the federal govern- 
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ment, but state and local government and the private sector as 
well It we are going to overcome this problem. 

Infant mortality is a timely issue for anyone with a sense of com- 
passion. This morning we walked through the neonatal care center 
m Springfield, Illinois. To find these tiny infants, no bigger than 
your hand, who are being kept alive by heroic efforts, but ladies 
and gen Jemen, let me tell you, 60 percent of the infants in that 
neonatal care center were the children of Welfare mothers and 
mothers without insurance. Sixty percent. While only 8 percent of 
the population might fall into those categories. So we clearly see 
the need and the focus group v/e have to cone trate on to turn 
this rround. 

But it is also an issue for fiscal conservatives. Children are being 
crippled and diseased because of our neglect. Our neglect is causing 
human tragedy and it i? costing taxpayers of the United States 
and the State of Illinois millions of dollars, because of our neglect 
Wc reimburse doctors about $450 for prenatal care and delivery of 
a child of a Medicaid mother. And yet, if we do not provide good 
care and access to care and as a result that child ends up in a 
neonatal care center, the cost to the taxpayer is at least $1,000 a 
day, for an average of about three weeks. And then that child, 
scarred by the experience, may have anything from blindness to 
mental retardation to grapple with the rest of its natural life. 

1 ttimk this hearing addresses a really critical issue that really 
tests us and tests our government's ability to provide critical serv- 
ices. I thank Chairman Miller for bringing the Select Committee to 
Illinois. I would also hue to commend my fellow colleague, Chariie 
Hayes, who has arrived. 

Opening Statement of Hon Richard J. Durbin, a Representative in Congress 
From the State of Ilunois 

fhfS^ pi' ^ opportunity to thank Chairman Miller and 

fiow^ ■ ^""t^t^ o" Children, Youth and Fami'.ies for holding .his important 
field hearing I would also like to thank the dedicated staff here at Childre^sMe- 
monal Hospital for all their assistance in helping prepare for the hearing 
thi ilffa^*'" explore some of the many factors that have contributed to 

r'"'''^''*^.??*" ^"i? ^"lers to prenatal care. I look forward to hearing 
T witnesses and ^hank all of you for joining us. 

'J." J P«"^''ty rate « a national crisis that extends far beyond local 
and state boundanes. Progress in reducing infant morUlity in this cS^ntry Iws 
come to a virtua. standstill America's infant mortality ranking among 2) ?nLtJ^ 
f^Tij^h^'^Z^A ''^'■"^ dramatically from 6th to a tie for laft place^^S^oSr med- 
TsL^mm 

atev'ete^-^l r^^;*^ -untrillinois- low biAtShfr^^lS 

.J^^ National Academy of Sciences has estimated that low-birthweight infants are 
^ifT •T'Tj'''^^i^ ^ '"^ " *an other infants, and faS. a much 

the ^^h ^T^uS «t!:r'>^"'*'' P'"?'''^'"* disabilities Fhe k^t^ insur 
ing the birth of a healthy baby is pren 'al care. Pregnant women who receive no 
prenatal care are three times more likely to deliver a low Wrthwe^"t tobvThrn 

nataf ^l'"'l„**h"H^r"" ^f^Ll!"* '^^'^^ their ^eSan^^^ h g^r^ 

natal care, low birthweight births could be reduced bv up to 15 oercert and aVeven 
higher percentage of biith defects could be prevented' Percent, and an even 

H«^iJL?i^*'sDZ°S-^ i''*'^ ■''^ "r""*"' ""it at St John's 

S^o'^^?«L "T- f . While amazing advances in technology have allowed u« to 
i!?^"",*? "'T ^^"^ ""^y ^ long-term disabilities and may 

require specia, educational and social services throughout their lifetime. Caring for 
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each child in a neonatal I.C.U costs an average of $1,000 e day. More than $2 5 bil- 
lion is spent annualiy on neonatal intensive care services in the United States 

These are shocking figures in light of the estimates that every dollar spent on pre- 
natal care can save three dollars in the cost of caring for a low birth weight infant. 
Yet frequently in this country, we are finding that women are not getting the pre- 
natal care essential for delivery of a healthy infant. 

This national crisis clearly requires that our communities and our local, state and 
federal governments work together in order to turn the trend around We owe our 
children a chance to begin a healthy, happy life. 

Chairman Miller. Thank you, Mr. Hastert. 

Mr. Hastert. Thank you, Mr. Chairman. It is a pleasure to be 
here today on this very serious issue. I look through this audience, 
and see people who I have worked with in the General Assembly 
through past years, and working on this very same problem. In this 
State, and in this City, there is a great population at risk a popula- 
tion who needs to be served better by the federal government and 
by the State government, and by the various local governments. 
We also have with us people who will testify from outside the City 
today, and from Kane County, which is in my District, they, too, 
have some serious problems. The second largest mortality rate in 
the State of Illinois, next to Cook County. So if we work together 
the State and local and private sectors, to try and find solutions to 
this problem, and basically that is why we are here. We are trying 
to find solutions. We are trying to work together, all levels of gov- 
ernment are tiying to find solutions to make this, again, the popu- 
lation at risk, infants, people who are working for people who are 
on Welfare and Medicaid, for them to work together so that they 
have an equal chance in this State and this Nation. And we have 
some very important people to testify before us today. So without 
any further ado, Mr. Chairman, I look forward to hearing them 
speak. 

Chairman Miller. Thank you very much. Congressman Hayes? 

Mr. Hayes. Thank you, Mr. Chairman, I certainly agree with my 
colleagues who just spoke. You have got some important people to 
testify before this Committee, and I just want to commend you for 
bringing this hearing into Chicago, dealing with what I consider to 
be a real important issue, the mortality rate crisis that exists in 
Chicago among our children. And I just wanted to drop by and 
with my presence acknowledge my congratulations to you for 
taking the time out. I know you have got busy schedules to come 
into our City here, and welcome you here. 

Many of these kids that you talk about who are suffering from 
mortality are residents of my District, and I want to say to you 
thank you for coming, and I know you will get some good testimo- 
ny from the witnesses supporting the need for you being here, and 
the need for federal action in this whole area. 

And I thank you and my colleagues for you being here in Chica- 
go, the greatest city in the Country. 

Chairman Miller. Well, we are not here to debate that, Con- 
gressman. 
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The members of the first panel this afternoon will be Emma Scott 
who IS a parent from Chicago; Dr, Lonnie Edwards, who is the 
Commissioner of the Chicago Department of Health in the City of 
Chicago; Edward Daffy, who is the Director of the Illinois Depart- 
ment of Public Aid; Jerome Stermer, ^ho is the President of Voices 
tor Illinois Children, and Jennifer Artis, who is the President of 
Healthy Mothers and Healuiy Babies Coalition from Chicago If they 
would come forward, please, and come up to the witness table Your 
written statement will be placed in the record in its entirety, and the 
extent to which you can summarize, or just hit the high points of 
your tftstimonv that you want the Committee to be aware of, will be 
app* I. We are under some time constraints, but we want to 
maki .r that you each have a full opportunity to testify a ad to 
provide some time for the members of the Committee to ask you 
questions. ^ 

Ms. Scott, we will start with you first. If you can pull the micro- 
phone a little bit closer to you. And thank you very much for being 
with us this afternoon. 

STATEMENT OF EMMA SCOTT, A PARENT FROM CHICAGO, IL 

Ms. Scott, Thank you. My name is Emma Scott. I am age 32, I 
have four children, and I am married. 

I had my last child at the County Hospital. Because I had no 
money, no green card, and I had no medica) insurance, other hospi- 
tals would not accept me. I know, because I tried, so I went to my 
neighborhood Board of Health. They told me that I was a high risk 
patient and I needed to go to the Cook County high risk clinic So I 
made an appointment. The appointment took me one month It 
took me one hour to get there and two trains, and when I first got 
to the clinic, I thought every pregnant woman in Chicago was in 
that room. 

In the clinic, I would wait in line with about 20 to 30 other 
women just to turn in my urine. That was not to see the doctor 
Ihen I would bf> there at 9:00, I would not leave until 4:00. The 

^^T^Jj^^^^ ^^^^^ ^^^^ prenatal care at Cook County was 
that I had a different doctor every time I went. It made me feel 
like I had no privacy. One day I asked the social worker for car- 
tare. She gave me carfare home and told me that carfare was for 
extreme emergencies, I am the mother of four children, and I need 
carfare, when I am going someplace like that every day of the 
week I was going there. 

During my stay at the hospital, which lasted abour 14 days, I 
shared a ward with 25 other women, and my bed was like 50 steps 
to the bathroom both ways. The bathroom had one shower, no tub, 
and three commodes. Imagine having to use the bathroom during 
visiting hours, when there are all these men, and you ai? sick and 
about to have a baby, and have to walk down the aisle past these 
people. 

But all in all, ladies and gentleman, my baby is a girl. She is the 
only baby girl in my family. She weighed 3 pounds, 15 ounces at 
the time, and I am very grateful to the doctors for their care. 

And I thank you for your time and your attention. 

[Prep n d statement of Emma Scott follows:] 
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Prepared Statement of Emma Scott, Chicago. IL 
Ladies and Gentlemen: 

My name is Emma Scott. I am age 32, I have four children, 
and I 'm married. 

I had my last child at Chicago Cook County Hospital. 
Because I had no money, no Green Care', and no medical 
insurance, other hospitals would not accept me. I know 
because 7 tried, so I went to my neighborhood Joard of 
Health. They told me there that I was a high-risk patient 
and needed to go to the high-risk clinic at CooY County, 
since no other hospital would accept me. My first 
appointment took a one month wait. It takes me one hour to 
get there and two trains and when I first got to the 
clinic, I thought every pregnant woman in Chicago was in 
that room, for a moment. 

But in the clinic I would wait in line with about 20 to 
30 other women just to pass in my urine, one thing that I 
really didn't like about my pre-natal care was that I had a 
different doctor each visit, and it made me feel like I had 
no privacy. I was very displeased with my pre-natal care. 

My appointments would be at 9:00 a.m. and most time I 
still he there at 4:00 p.m. One day I asked the social 
worker about carfare. She gave me fare one way and told me 
that carfare was for extreme emergency. I never asked 
again but I needed carfare. 
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During my »tay at thm ho»pital which ia»t«d about 14 
days, I shared a ward with about 25 other women and my bed 
was like 50 steps to the ladies rooms both ways. The 
jathroom only had one shower, no tub, and three commodes. 
Imagine having to use the bathroom during visitor hour. 
I'm really glad that I was able to have my other babies 
someplace nice. But, in all, ladies and gentlemen, my t.oy 
is the only girl in my family. She weighed 3 lbs., 15 oz . 
I am grateful for the doctor's care. 

Thank you for your time and attention. 
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Chairmar Miller. Thank you, Mr. Edwards? 

ST4'>'EMENT OF LONNIE C. EDWARDS, M.D., COMMISSIONER, 
CHICAGO je,i»ARTMENT OF HEALTH, CHICAGO, IL 

Dr. EnwAR;»s. TTicsnk you. Good afternoon, distinguished mem- 
hers of Congress, partic' pants, and interested observers. 

I am pleased to I'ave this opport*inity to paint you a picture of 
the infant niortality problem m Chicago, and a more comprehen- 
sive written testimony you have before you. I intend to just present 
some of the most salient points at this time. 

During the first term of Mayor Harry Washington, significant 
progress ha£ been made in reducing infant mortality— in reducing 
the infant mortality rate here in Chicago. The trend from 1982 to 
1986 indicated over an 11 percent decline in infant mortality, from 
18.6 to 16.5, infant deaths per 1,000 live births. Of these statistics, 
the Chicago Black infant mortality had declined 10.5 percent since 
1982. 

As part of our attempts, in spite of declining resources, a mayor- 
al committee on infant mortality was established. The number of 
public health nurses increased, as well as an increase in city dol- 
lars invested in attacking the problem. 

But despite our progress, we are far from pleased at the rate re- 
maining too high. We are also aware that other cities across the 
Country have experienced what appears to be a plateauing in 
infant mortality, and have actually seen that infant mortality rise 
after years of steady decline, and several have infant mortality 
rates ^hat now exceed the Chicago rate. 

Progress in reducing Chicago s infant mortality rate have been 
made in the reduction of the neo-mortality rate. In the last ten 
years, the neo-mortality rate has decreased over 40 percent, while 
the post-neonatal rate declined less than one quarter. In the last 
five years, Chicago's post-neonatal rate has remained startling 
high, reflecting the seriousness of the problem we face today. 

Despite the fact that Chicago's Black infant mortality rate has 
declined 10.5 percent since 1982, there is great disparity between 
Black and White rates of infant mortality. Chicago Black infants 
die at twice the rate of Chicago's White infants, almost 22 of every 
1,000 rates dying in 1985. 

The difference is greater in the post-neonatal period, where 
almost three times as many Black babies die in Chicago as White 
babies the same age. 

Teen pregnancy and parenthood, another factor, is often the be- 
ginning of the perpetuating cycle of poverty and dependence which 
can affect infa'it mortality for generations and generations to 
come. 

The delivery of health care and social services, socioeconomic 
conditions, and the lifestyles of our citizens all contribute to Chica- 
go's infant rriortality rate. Most critical is poor financial, geograph- 
ic psycho-social and cultural access to quality health care. Particu- 
larly prenatal care. 

Nearly 23 percent of Chicago's women received inadequate pre- 
natal care in 1984 due to lack of money. Public assistance grants 
are simply inadequate to cover all women who are in need of fiiian- 
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cial assistance, and Medicaid eligibilty is extremely restrictive cov- 
ering only the most impoverished Chicagoans. 

Expansion is unlikely. In addition, up to 20 percent of Chica- 
goans are completely without health insurance coverage of any 
kind. The excellent statewide prenatal system has been compro- 
mised because of the lack of adequate financial reimbursement for 
mothers and infants served through any of the available insurance 
coverage. 

The increase in the number of uninsured pregnant women- 
recent changes in reimbursement for hospital care, and the access 
of a system to subsidize the cost of our health care has substantive- 
ly barred many high risk women from a central perinatal network 
services. 

Th^ are the problems that we face. And while Chicago has 
been fighting infant mortality for a decade, local efforts have been 
intensified. The past four years was significantly increasing city 
mnding and at the core of this effort is Chicago^s Department of 
Health network of neighborhood health centers. Maternal and 
child clinics and mental health clinics, whose efforts in serving 
Chicago's poorest mothers and infants are coordinated under the 
D^rtment's comprehensive maternal and child health programs. 

This intensification has included a near doubling of public health 
nursing, despite the nationwide nurse shortage, and limited re- 
sources. Other strategies are also being pursued to increase the 
number of nurses. 

Chicago has also initiated the infant mortality reduc 'on initia- 
tive, a comprehensive infant mortality program to address the 
problems we face, given the resources we have available. ^ 

Mayor Harry \yashington has appointed an advisory committee 
on infant mortality to assist in marshalling resources city-wide, 
and in recommending roles that both public and private organiza- 
tions should play in this effort. 

The advisory committee and the Chicago Department of Health 
recently developed a strategic plan for infant mortality reduction. 
For the extent of reduction for the city*s effort, the plan also is in- 
^u- u i!^ ^^dress the complexity of the infant mortality problem, 
which has been caused by misunderstandings of the part— on the 
part of the general public, and by the attempt by some for overly- 
simplistic solutions. 

The complexity of the infant mortality lies in the integral rela- 
tionship of the problem to the health and lifestyles of individuals 
intertwined with socio-economic environments of a community. 

For example, the influence of drugs, the influence of alcohol is 
seldom^ considered significant. Yet, the effects on maternal health 
and child health can be profound. Likewise, the withdrawal of 
funding from the social service systems of a community reaches 
down to the individual mother, and that infant. 

Thus, the problem must be considered from a comprehensive per- 
spective, that of the synergy at work. 

A special committee on socio-economic issues has been estab- 
lished, to focus the attention on the full mayorial advisory commit- 
tee on this aspect of the problem. 

The cornerstone of the infant mortality reduction initiative is the 
community network of local agencies and organizations who can 
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provide a full range of services to their area residents, including 
Outreach activities, case management, tracking, and follow-up. 
Also, assistance in securing needed social services, housing assist- 
ance, mental health and substance abuse counseling, and also child 
care. 

You will hear more about this from others who will testify here 
today. 

A second program designed to increase access to high quality in- 
patient obstetric care for the medically indigent, is the Partnership 
in Health with Hospitals program. Partnership in Health is a coop- 
erative arrangement between selective Chicago-area hospitals and 
the Chicago Department of Health, which links the obstetric pa- 
tient at Chicago Department of Health clinics with a specific, qual- 
ity hospital, providing a prearranged minimum amount to the hos- 
pital as payment for the delivery and after delivery, the patient is 
referred back to the clinic for post-neonatal care. The rate includes 
two prenatal visits and two postnatal visits. 

This program will help reduce the infant mortality rate by mini- 
mizing the number of mothers who receive no prenatal care, reduc- 
ing the women using hospital emergency rooms for delivery, and 
by providing continuity throughout the pregnancy and the infancy 
period. 

A Partnership has also been established with religious leaders 
across the city to enlist their support in raising the awareness of 
the community concerning infant mortality and the services that 
are available to the members of their congregation. Several obsta- 
cles exist to successful implementation and further progress in 
infant mortality reduction. 

Insufficient resources hamper all efforts, and while all levels of 
government must examine their priorities, and resource allocation 
decisions, more federal and state money is needed to fund medical 
care for the poor, to continue and expand the WIC program, and to 
expand the program funded under the MCH Block Grant. 

Greater coordination of the various enabling programs must 
begin at the federal level and expand to all levels of government. 
Cutbacks in federal government programs, such as the community 
development block grant, and general revenue sharing, have fur- 
ther contracted the dollar availability to the city for public health 
programs. 

And finally, the overall lack of understanding of the socioeco- 
nomic nature of infant mortality must be corrected. Reduction of 
mfant mortality is not a national priority, and must become one, 
on par with other grave national problems. 

Thank you, gentlemen. 

[Prepared statement of Lonnie Edwards, M.D., follows:] 
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Prepared Statement of Lonnie C Edwards, M D , Commissioner, Department 

Health, Chicago, IL 

I A For decades, Chicsgo has had one of the highest 
infant aortal ity rates of the nation's large cities. 
During the first tern of Mayor Washington, significant 
progress has been sade. Froa 1962 to 1966, Chicago 
experienced an ii% decline in infant aortal ity, from 
16.6 to 16.5 infant deaths per 1,000 live births. As 
part of these statistics, the Chicago Black infant 
Bortality rate has declined 10,5% since 1962. As part 
of our atteapts, in spite of declining resources, a 
Mayoral coaaittee on infant aortal ity was established, 
the nuaber of public health nurses increased, along with 
an increase in City dollars invested to attack this 
problea. 

Infant aortality reaains one of the aost serious 
public health probleas facing Chicago today and despite 
our progress, the current rate is unacceptably high. We 
are also aware that large cities across the country have 
experienced what appears to be a plateauing in infant 
aortality. Some cities have actually seen their infant 
aortality rates rise after years of steady decline: 
several now have infant aortality rates that exceed 
Chicago's rate. Even at the current level, Chicago's 
infant aortality rate is below that of several other 
Illinois cities whose population characteristics would 
not suggest such high rates of infant mortality. 
Clearly this is a problea of national proportions. 

Infant aortality has two coaponents: neonatal 
aortality, or deaths to infants under 28 days, and 
postneonatal aortality, or deaths froa 26 days to one 
year. Neonatal aortality is aore reflective of the 
■other's health and the aedieal care she receives while 
sha is pregnant; postneonatal aortality is more 
reflective of environmental conditions as well as 
parenting skills and the aedieal care the child 
receives . 

Much of the p*"ogress in reducing Chicago's infant 
mortal i ty rate has been made in the reduct ion of 
neonatal mortality. In the last ten years, the neonatal 
aortality rate has decreased almost 40%, while the 
postneonatal rate declined less than one-quarter. In 
the laet five years, Chicago's postneonatal rate has 
reaainad virtually unchanged, reflecting the seriousness 
of the problaa wa face today. 
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D«splts thm fact that Chicago Slack Infwit Bortailty has 
dacllnad 10.5% sine* 1962, thara la graat dlaparlty batwaan Black 
and ffhlta Infant aortal Ity rataa. Chicago Slack Infanta dla at 
twlca tha rata of Chicago Mhlta Infanta « alaoat 22 of avary 1,000 
black bablaa dying In 1989. Tha dlff«ranca la graataat In tha 
poatnaonatal parlod whan alaoat thraa tlaaa aa aany Black bablaa 
dlo In Chicago aa ffhlta bablaa tha mmmm aga. 

A aajor contributor to Infant Mortality la low blrthwctght. 
In contraat to dacllnaa nationally, Chlcago*a rata of low 
blrthwalght haa raMlnad around 10« for tha laat 20 yaara. slack 
Infanta ara two tlaaa aora llkaly to ba born low blrthwalght aa 
Nhlta bablaa born In Chicago. 

Taanaga pragnancy la anothar factor to consldor In tha 
Infant aortallty problaa. Biologically, taana faca a allghtly 
graatar rlak for Infant aortallty: In 1989, Chicago taana 
accountad for 20« of all births but alaoat ona-qusrtar of all 
Infant daatha. Howavar, tha aajor rlak of taan pragnancy goaa 
bayond today'a Infant aortallty rata. Taan paranthood la oftsn 
tha baglnnlng of a parpatuatlng cycla of povsrty and depandancy 
which can affact Infant aortallty for ganaratlona to coaa. 



Contributing ractora 

Savaral factora Involving tha dsllvary of haalth care and 
sarvlcsa, aocloaconoalc conditions, a&d tha llfaatyla of 
our cltlzana Influanca Chlcago'a Infant aortallty rata. 

Poor accsaa to quality haalth cara aarvlcsa la ona of tha 
aaJor contributing factors to Infant aortallty. Accaaa haa thraa 
coaponanta: financial, gaographlc, and psychosocial or cultural. 

Of prlaary laportanca la accaas to prsnatal cars. To ba 
coaprahanslva, prsnatal cars should Includs rslatad aarvlcaa such 
aa nutrition, aental baslth and substsacs aboss concssllag and 
hsalth sdttcatlon. Just aa critical la accaaa to cara throughout 
a woaui'a rsproductlvs cycla, laclndlag aarvlcsa nssdsd prior to 
concsptloa such as prlaary cara, faally planning, nutrition, 
nantal hsalth and substaacs abuss counssllng, and cara aftar tha 
child la bom for tha contlnuad hsalth of both tha aothsr and tha 
Infant . 

■aarly 23« of Chicago woaan racslvsd Inadsquata praaatal 
cars In 1984. Ths prlaary barrlar to accaaalng prsnatal cara la 
lack of aonay. Public asslstancs grants ars slaply Inadsquata to 
covar all woaan who ara In naad of financial aaalatanca. 
Nadlcald allglblllty la axtrsaaly rastrlctlva, covsrlng only the 
aost lapovsrlshad Chlcagoaas. 

Illfnols haa blatorlcally baan reluctant to mxpmnA Medicaid 
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cov«r«g« to momii who fall below 'he povorty l«v«l hut above tho 
Incoao raqulroaonta for public aaalatance. Loglalatlon now 
awaiting tha Governor elgnature say begin to addreee thle 
leeue. Thle leglelatlon* If elgned, will expand beneflte to 
cover prenatal and early Infant care t^^ woaen whoee Incoaee are 
below the federal poverty level but above Illlnole* AFDC 
eligibility levele. The governor *e action le uncertain given the 
etate'e current flecal eltuatlon. 

In addition* up to 20l| of Chlcagoane are coapletely without 
health Insurance coverage of any kind. Many of these pereone are 
employed In low-paying part-tlae Jobe and cannot afford out- 
of-pocket health care health expeneee. 

Other probleee are elgnl f leant barrlere to acceeelng 
prenatal care. 

e Lack of personal transportation and long travel tlaes to 
health care sltss causs aany woaen to delay care until ready 
to deliver, often using hospital eaergency rooas for labor 
and delivery. 

e Cultural barriers and health care provldere who do not epeak 
the language of their patlente are aajor detrlaents to 
conslstsnt care. 

e Psychological and sducat lonal barrlere keep woaen f roa 
recognizing the laportance of early and coaprehenslve 
prenatal care. 

e Lack of adequate funding for health care provldere, 
particularly for thoee In the public eector who are the 
prlaary providers of care for the poor, hae led to 
overburdening of staff and long delays for appolntaente as 
well as lengthy waiting tlaes In clinics and offices. 

s Inadequats nuabers of public health nurses, proven to bs one 
of the aost laportant Interventions la rsdoclng postnsooatal 
aortal Ity, has baapered outreach activities. Nore public 
health aarsea are needed to Identify the pregnant woaen In 
need of servlcss, act as case aanagers, and provide needed 
services la their hoaee. 

e The aaldletrlbtttlon of health care reaourcee has Isft aany 
arsas of the city without adsquats nuabere of physicians. 
Most of Chicago's Nest 91de and large portions of the South 
Side have been designated as Bsalth Manpower Sbortags Areas, 
and these are the areas with the hlgheet Infant aortallty 
ratss. 

e Accees to prsnatal cars alons Is not snough - the cat. 
provided aust be quality care. Beyond the care provided by 
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the perinatal eyetea, Chicago Oepartaent of flealth 
facllltlee and other Institutional provldere, the quality of 
the prenatal care provided to women in Chicago ie unknown. 
Financial preeeuree and coapetition throughout the City hae 
forced aany providere to cut cornere to etay afloat 
therefore aany MOMn aay not be receiving the intensity of 
care needed to deliver healthy babiee in a high riek 
setting. 

Socioeconoaic factors contribute to Chicago'e infant 
aortality problea, sines a high infant aortality rats is a 
•yaptoa of ths overall socioeconoaic dynaaics of a coaaunity 
Povsrty is the etrongsst correlate of infant aortality. 

Today'e technology can save aore asdically high riek infante 
than ever before in hietory, but theae infante are being 
diecharged to iapoveriehed Caailiee who don't have financial 
reeourcee or neceeeary support. Ths psrvasivs high rats of 
postnsonatal aortality, sspscially aaong Chicago's 
disproportionatsly poor. Black coaaunity, is rsflsctivs of tha 
lack of progrsss bsing aade to iaprova tha character ths 
environaent these infante are being eent to live in. 

Inadequate public aeeietance levele, unrelenting 
uneaployasnt and low-paying Jobs plague our City. The percentage 
of Chicagoana living telow tha poverty level increased over •» 
between 1970 an 19S0 coapared to a national decreass of alaost 
1%. And, in thoae Chicago coaaunities with the highest infant 
aortality rates have an average of 39% of persona living below 
poverty coapared to 20» citywide and a national average of 12%, 

Other factore, all highly aeeociated with poverty and 
interrelated, are aajor riek factore for infant aortality. These 
factore especially affect infante in the poatneonatal period: 

• anaafe housing conditiona, sxacsrbatsd by ovsrcrowding, have 
a direct iapact on the health of a child. Chicago doea not 
have a eufficient nuaber of affordable hcuaing unite for 
low-incoae res ideate. 

• High drop-out ratee and poor quality education create 
parente who are poorly equipped to eupport and care for 



e High uneaployaent and ineufficient Job training haapere 
adulte froa finding eaployaent that will lead to life-long 
self-euff iciency. 

The etresees of unrelenting poverty represent a third aet of 
factors contributing to our infant aortality problea. Low incooe 
woaen are lese likely to adopt healthy lifestyle changes during 
thsir prsgnanciee, and poor nutrition, alcohol and drug abuse 



infante. 
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• Igniflcantly incrM«e riska for Infant aortal Ity. 

Alaoat half of all the bablea born In Chicago laat yaar ware 
to unaarriad woaan, tha aajorlty of whoa llva In povarty. Tha 
atraaaaa of baing aola caragivar and financial aupport for thair 
faaillaa Incraaaaa tha potantlal that unborn children will ba 
unwanted « and that newborn children will be ebueed end neglected. 



Recent Pe rinetel 3vetea Probleae 

The regionalizetion of heelth cere delivery to high riek end 
et riek pregnent woaen throughout pregnancy, et delivery, end 
efter delivery, end cere to their infenle hae provided the aoet 
dreaetlc reduction in Infent aortelity over the peet decede. 
Thie eyetea of perinatel care ie part of the very foundetion of 
public heelth'e etretegy to reduce infent aortelity. 

Thie proven etretegy of Perinatel Regionalizetion will only 
continue to work If thoee et riek for poor outcoaee ^re eble to 
ecceee the eppropriete levele of cere. Six of the etete*e 10 
perinetel networke ere in the Chicego eree. Networke ere 
coaprieed of hoepitel centere offering the aoet epecielized cere 
to high riek aothere end infente. Theee perinetel centere 
pree ide over leee epecielized hoepitele providing interaediete 
end prlaary cere. Poraal egreeaente exlet between e center end 
i te network hoepi tele for coneul tet ion, trenefere, end 
tranaporting eick aothere end very tiny end elck Infente. 

Thie excellent eyetea ie coaproaieed beceuee of the leek of 
edequate flnenciel reiebureeaent for aothere end infente eerved 
through eny of the eveileble ineurence coverege aechenieaa. 
Punding froa Pederel prograae ie not intended to cover direct 
petient eervicee, leeving the Mediceid eyetea or other epeciel 
Stete progreae ee the aejor eource of relabureeaent for low- 
incoae utilizere of the perinatel eyetea. It ie not eurprieing 
that woaen who ere et greeteet riek for edveree pregnancy outcoae 
ere poor. The increeee in the number of uninsured pregnent 
woaen, coupled with the ebeence of e eyetea to eubeidize the coet 
of their heelth cere hee functionelly berred aany high riek woaen 
froa eeeentlel perinatel network eervicee. 

A recent Chi cego e tudy uncovered e phenoaenon celled 
petient duaping." Duaping ie defined ee "the deniel of or 
liaitetion in the provieion of aedicel eervicee to e petient for 
econoalc reeeone end the referrel of that petient eleewbere." A 
eecond etudy involving eaergency depertaent trenefere to the Cook 
County Hoepitel dlecovered thet petlente treneferred were 
predoalnently Bleck or Hiepenic, were predoainantly uneaployed, 
end were ueually treneferred beceuee they lecked edeq\iete heelth 
ineurence. Thie phenoaenon of duaping petiente hee hed aejor 
financial laplicatlon upon public hoepitele. It le eetlaeted by 
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""^^■*tM 124.1 Million In uncoapanaatad cara. 

i»t« '•"•"^ laalalatlon haa axlatad .mca Auauat i, 

1»«6 Mhlch lapoaad panaltlaa for "duaplna" thl. k— 
SI?!'","*..""*' P'-OMnt .oaan. Tha hia'h rlU iatarMl 

VAlli .^u 1' axpanaa whlla dallcataly balanclna tha 

^t!*? A*" WoPrl-t- l»val and quality of cara. it iJ 
Sird'an'/or Drov'l'dU'f "V" ""^ ""anclil 

M^k pri^^t «i'n^ """I-"-"-'* "ra to unlnaurad high 

day. ^ilSt.d'5or*^!!fT^!r*".'!"*'"*" "llnola, lnp.tlant 

ifnB i' c°o:j;siv/.^tit:Va':^-Vt- tT;-ai:"t*r?a."?H-irrJi."? 
?E^h"-°o"""?-!-"-^^^^ ^.^o:.v:^r!'tVa-nl:ir-o? 

SctS^ri-^^^^^^^^ 

ara mpvctad to provlda. Tha raault la that parlnatal cantara 
Jla'c".!' «T* b.forrtir and of tST 

JrJ^fir^rK. tha additional coat or 

,1 tt^ll'rPl *° ""h rawminB "Special Ca« 

. "hoftaoa la ayataa-Mlda , a larga dlaproportlonata 
ahara of tha tranafara ara aada to Cook County Hoapltai: 

cat«flory of dlfflcultlaa haa grown out of tha 
Siv!?' .1 "l""*"!'- tl.ltitlona on avallabla "Spaclal Cara 
S22Blt-i!*"-ii'iw*"* c-P-clty »' tha prlvata and not-for-pro«t 
in contribi?^ toV","""^ '"^^^ "* »nlnaur"d 
III th^« .^J^ff^T! *° •fP'oP'l-t- cara. In tha aldat of 
pwart^. coapllcatlona llaa tha undanlabla alaaant of 

Chie«an InltlaH«aj 

dacadM^VoJl***-*?!^* "Ohtlng infant aortallty for 

Ar'ha co>^o, 11^1*' j?'''**?'" l"*-"-!""* tha paat four yaara. 
natio^k o7 n-lJhh^^'iS'l V" Dapartaant of Haalth 

cllnTI- ^ °^ haalth cantara, aatarnal and child 

^?J.t iS?S.r. .n;i,\**' .=""1"' "rvlca to Chlcag". 

?^-V w . InfMta la coordlnatad undar tha Oapartaant 'a 

co.prahanalva aatarnal .nd child haalth progra. Thir 
nu««*5*".V°" • naar doubling SJ^bllc ha.lt' 

nuraa. da^lta tha natlonwlda nuraa r^hortaga and ll«ltid iScal 
.VXh'**'" ""t-Ol" to l^craaaa'tha .vinibtllty of 
»' 0«-»»taat naad ara balng purauad 
Sr^i-?.**" ""r'^'P"?"* »' allocation foraul. to ^cSrStaly 
Srtiw ' """"^ ^••^ °" -UUIPI. 
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Chicago hmm also initiatad • co»ipr«h«n«iv« Infant aortality 
progrui to addraaa tha problaaa wa faca givan tha raaourcaa wa 
hava aval labia. Mayor Harold Haahington haa appolntad an 
adviaory comittaa on infant aortal ity to aaaiat in aarahalling 
rasourcaff city-wida and in racoraanding rolaa that both public 
and private aactor organisatlona ahould play in thia affort. 

Tha Infant Mortality Raduction Iniciativa rapraaanta our 
intagratad approach to attacking tha infant aortality problaa. 
Tha IMRI aodal racognisaa that to fight infant aortality, 
coaaunity aobilization involving aora than tha haalth cara 
coaaufiity la a ainiaua raquiraaant. 

Tha cornaratona of tha Infant Mortality Raduction Initiative 
ara Coaaunity Natworka. Ona agancy in aach coaaunity, tha 
Coaaunity HatMork Coordinating Entity (CNCE) ia raaponaibla for 
coordinating a nuabar of local aganciaa and organizationa who can 
provida a full ranga of aarvicaa to thair araa raaidanta. Tha 
aarvicaa raquirad go bayond aadical cara, and includa: 

• Outraach activitlaa to identify thoaa in naad. 

a Caaa aanagaaan:- to aaaiat faailiaa negotiate the iapoeing 
end unwieldy health cere, eociel eervice, end welfere 
eyeteai^ 

e Trecklng to ineure thet cll'^nte receive eppropriete end 
quell ty prenetel cere, ere enrolled in eupport prograae euch 
ee NIC, end ere referred to higher levele of cere when 
required, euch ee thoee eervicee provided by the regional 
perinatel network. 

• Follow-up to eeeure thet cliente ere referrci back the 
priaary cere eyatea after delivery. 

e Continuel aeeiatence to eeeure cliente ere linked with 
needed eociel eervicee, houaing eeeietence, aentel heelth 
end eubetence ebuae couneeling, end child cere providere. 

e Aeeietence in eecuring needed eociel eervicee, houeing 
eeeietince , aentel heelth end eubetence ebuee couneeling, 
end child care. 

A Strategic Plen recently developed by the Mayor 'e Advieory 
Coeaittee end the Chicago Depertaent of Heelth helpe to cut 
through the coaplexity of the Infant aortelity problea end eete e 
eenee of direction for the City'e efforte. The Plen pulle 
together all the coaponente of infent aortelity in Chicego to 
help ue underetend the problea in depth end begin to define the 
Interventione required if we ere to have en iapect on lowering 
our infent aortelity end low birthweight retee. It ehould be 
noted thet the coaplexity of the infent aortelity problea hae 
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bMn c«««« for alaundaretanding on th« purt of th« gantraJ public 
•nd an attaspt by aosa to raach for ovar-alapllatlc aolutlona. 

Tha coap >xlty of Infant aortal Ity liaa In tha Intagral 
f«j«tlonahlp t • tha problaa to tha haalth and llfaatyla of 
indlvlduala Int^rtwlnad with tha aocloaconoalc anvlronaant of • 
coaaunlt . for axaapla* tha Influanca of druga, alcohol, and 
aaoklng la aaldoa conaldarad algnlf leant yat tha af facta on 
■fJLV"* child haalth can ba profound. Llkawlaa tha 

wltMrawal of funding froa tha aoclal aarvlca aupport ayataa of a 
coRaunlty raachaa down to tha Individual aothar and Infant 
Tfcua. tha problaa auat ba conaldarad froa a coaprahanalva 
parapactlva; thara la a aynargy at work. 

A apaclal aubcoaalttaa on aocloaconoalc laaoaa has baan 
aatabllahad to focua tha a t tan t Ion of tha full Mayor 'a Advlaory 
CoBalttaa on waya In which organliatlona within city govarnaant 
and othar public aactor aganclaa can co<^ 'dlnatw thalr afforta In 
•aklng raductlon of Infant mortality a r^'lorlty. 

A aacond prograa daalgnad to Incraaaa accaaa to high quality 
inpatlant obatatrlc cara for tha aaf«lcally Indlgant la tha 
Fartnarahlp in Haalth Prograa. Fartnarahlp In Haalth la a 
cooparatlva arrangaaant batwaan aalactad Chlcago-araa coaaunlty 
hoapltala and tha Chicago Oapartaant of Haalth. Thla ^?rograa 
dlractly llnka a pragnant woiMn Mho racalvaa pranatal cara at a 
COOH clinic with a apaclflc, quality hoapltal, providing a 
praarrangad alnlaua aaount to tha hoapltal aa payaant .'or tha 
dallvary. Aftar dallvary, tha patlant la rafarrad back to tha 
clinic for poatnatal cara and continuing prlaary cara for har and 
har fMlly. Thla prograa will halp raduca tha Infant mortality 
rata by alnlalilng tha nuabar of woaan Mho racalva no pranatal 
cara, raduclng tha nuabar of Moaan ualng hoapltal aaargancy rooaa 
for dallvary, and by providing continuity of cara throughout tha 
pragnancy and Infancy parlod. 

A partnarahlp haa alao baan aatabllahad with rallgloua 
laadara acroaa tha city to anllat thalr aupport to ralaa tha 
awaraaaaa of tha coaaunlty concarnlng Infant aortal Ity and tha 
aarvlcaa that ara avallabla to aaabara of thalr congragatlona . 



Obataclaa to lanl^an^^^^gn 

Savaral obataclaa currantly lapada our afforta to fully 
laplaaant a coaprahanalva ranga of aolutlona to tha Infant 
aortallty problaa. 

rirat and foraaoat, Inaufflclant raaourcaa haapar all 
afforta. Thara la alaply not anough aonay to laplaaant all tha 

nacaaaary to fight Infant 
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Hhll* ail laval* of aovarnaant naad to raconaldcr thalr 
raao«rca allocation d.cl.lon*. .ora fadaral and atata .onay i. 
??! ■•<"c«l cara for tha poor, to contlnua and axpand 

ViL^ n P*"?*"**' *o tha prograaa fundad undar tha MCH 

, . ar««t«r coordination of tha varloua anabling prograaa cuat 

bagln at tha radar<«l laval to allalnata conflicting allalbllltv 

or^hSTaS^Sr^iis ivii^':"' •'"c?in\"i:r 
.uc.':r.Vo Va'*n\a^r;?vviViia^:st''nra;;?: 

fro. falling through gaps in th« ayatan and allow graatar uaa of 
allocatad funda. 

Cutbacka In otbar city prograaa hava f oread hard cholcaa 
J'." racaiva cara. with Couunlty Davalopaant Block 
Oranta and Ravanua Sharing funda bacoalng acarca. cltlaa ara 

Ir^jS ISJ!!'^"/*^''!!" ''•'^"^ '''' Of tha population 

•t tha axpanaa of anothar. 

An ovarall lack of undaratandlng of tha aocloaconoalc natura 
SliiiV*Ji^"'**V^^ ^* "othar aajor obatacla. It la couon 
ballaf that pranatal cara alona will aolva tha Infant aortalluv 
proDlaa. Ixparianca haa ahoim that whan an infant la aant hoaa 
to an unhaalthy anvlronaant, tha banaflta of good aadlcal cara 
can ba awlftly undona. -•aicai cara 

Raductlon of infant mortality auat bacoaa a national 
priority on par with othar laauaa of grava national concern. 

lit!, ""^^^i racoflnlza that houalng. aaployL nt and education 
ara Integrally related to Infant Mortality and ara critical 
eleaente in the eolutlon to the problea. 
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Chairman Miller. Thank you very much. Mr. Duffy. 

STATEMENT OF EDWARD T DUFFY, DIRECTOR, ILLINOIS 
DEPARTMENT OF PUBLIC AID, SPRINGFIELD, IL 

Mr. Duffy. Thank you, Mr. Chairman and members of the Com- 
mittee. For the recora, my name is Edward Duffy, and I am the 
Director of the Department of Public Aid, and I would like to begin 
by thanking you all for being here today to talk about the problem 
in Illinois which I feel is very problematic, and seek your assist- 
ance in coming to some reasonable solutions. 

This morning in Springfield, Dr. Bernard Turnock, Director of 
the Illinois Department of Public Health, testified before your com- 
mittee on Illinois' efforts to combat our high rate of infa^.t mortali- 
ty. I vould like to reemphasize that this State is committed to im- 
prove and expand our innovative programs to reduce such prob- 
lems. Governor Thompson has assumed a national leadership role 
to address this problem. His efforts have been recognized on a na- 
tional level by his appointment by you, the Members of Congress, 
to the National Commission to Prevent Infant Mortality, his chair- 
ing of the National Governors' Association, Task Force on Teen 
Pregnancy, and by the award of a $100,000 grant to our Parents 
Too Soon Program by the innovative Awards Program sponsored 
by the Ford Foundation and Harvard University's John F. Ken- 
nedy School of Government. 

In 1985, Illinois' infant mortality rate was 11.6 deaths per 1,000 
live births. This rate represented an all time low for Illinois, and 
capped a steady, twenty-year decline in our rate of infant deaths. 
While recognizing that this progress had been made. Governor 
Thompson knew that more needed to be done. This State increased 
Its efforts to attain the C'irgeon General's goal for 9 by 90, which is 
s^PP^^*^ of 9 deaths per 1,000 live births by 1990. Funds totaling 
over $132 million have been appropriate over the 30-month period 
beginning January 1, iy«6, for the reduction of infant mortality 
here in Illinois. The State's initiative, Families with a Future, is 
designed to ensure both quality care and continuity of care provid- 
ed to individuals to stimulate both private and public agencies to 
work cooperatively to reduce infant mortality. 

The Illinois Department of Public Aid has also been keenly 
aware of the problems of access to prenatal care of low income 
pregnant wonien and adequate care for their children in certain 
areas of Illinois. Access to medical care continues to be a major pri- 
ority of this Department. The Department has found that one of 
the major factors inhibiting access to prenatal care is the high cost 
of medical malpractice insurance, which I will try to discuss later. 
The Department is focusing its efforts to address the total infant 
mortality care on preventative care. 

One of our programs. Parents Too Soon, is one of the Nation's 
first coordinated statewide attempt to fight the problem of teen 
pregnancy. This innovative initiative, begun in 1983, is designed to 
reduce teen pregnancy, and to mitigate its negative consequences, 
health risks to mothers and infantb, high rates of infant mortality, 
economic dependency, interrupted education, and premature par- 
enting. Illinois has committed to spend $13.5 million during fiscal 
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year 1988 for this program, which makes it one of the most gener- 
ously supported programs of its kind in the country. 

Parents Too Soon funds three comprehensive health social serv- 
ices and education demonstration projects, as well as 22 family 
planning programs, 26 prenatal programs, and 27 parent support 
programs. Two such programs are designed specifically to equip 
teenage mothers on welfare with job skills necessary to leave 
public dependency and establish self-sufficiency. Another of our 
preventive care programs is the Healthy Kids* Program. The 
Health Kids Program is the name of the Department's federally 
mandated early and periodic screening, diagnosis and treatment 
program. The Healthy Kids Program provides periodic health ex- 
aminations at given intervals as a means of preventive or early di- 
agnosis and treatment of disease for all Medicaid eligible children 
under the age of 21 years. The program also provides dental care, 
immunizations, laboratory testing, such as hearing and vision 
screening. 

The Department, through cooperation with the Department of 
Public Health, has two additional program components. A vaccine 
replacement program which permits the timely replacement of vac- 
cines to physicians who administer immunizations, while substan- 
tially reducing the replacement cost of these vaccines through 
volume purchases by the Department of Public Health; and a blood 
lead survey program which permits epidemiological surveys of a 
child's living environment when the child is diagnosed as having a 
high level of blood lead. 

The Healthy Kids Program is cooperating with Governor Thomp- 
son's Infant Mortality Reduction Initiative. The Department con- 
tracted with seven community based agencies in areas of high 
infant mortality to deliver outreach, follow-up, and case manage- 
ment services. These contractors supplement the efforts of local 
office staff in assisting clients to utilize the services. The total 
amount of the contracts is $800,000. \ total of 6,200 families which 
include 10,000 children, were reached through this initiative. 

In an outreach effort, the Department developed a Passport for 
Healthy Kids, which is given to all recipients with Medicaid eligi- 
ble children under the age of 21. The passport is their record of 
medical treatment. A longer, more inclusive medical record booklet 
has been distributed to all medical providers serving Medicaid eli- 
gible children. An additional outreach effort is the poster of 
Healthy Kids, which is displayed in all local public aid offices. 

Approximately 630,000 children are eligible for Healthy Kids 
services. During 1986, 201,271 initial and periodic health screenings 
were conducted. Of this total, 28,239 screenings, approximately 14.0 
percent, resulted in the identification of one or more conditions in 
a child which needed further diagnosis or treatment. 

Your Committee has requested that there be a discussion of 
access to prenatal care and delivery services for Medicaid eligible 
clients and the effect of the State's Medicaid reimbursement rates 
on the willingness of physicians to serve the public assistance cli- 
ents. The Department knows that there is a shortage of available 
physicians, which appears to be growing, and that the majoi cause 
is the high rate of malpractice insurance for Illinois physicians. As 
a public agency, we have no control over the malpractice issue. 
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Our awareness of the access problem in downstate Illinois, how- 
ever, has led us to devote staff time and effort to the following 
tasks: Meet with hospital and clinic administrators, physicians and 
other interested parties to explore vital alternatives. Serve on a 
task force appointed by Congressman Durbin to formulate an 
action plan for Central Illinois, where there has been a demonstrat- 
ed lack of availability of prenatal care and delivery services for 
low-income women. Provide training seminars for billing staff of 
both in-state and out of state physicians who are willing to provide 
obstetrical care to Medicaid clients. In this regard, staff met with 
physicians in both the Paducah, KY, and Cape Girardeau, MO, and 
the areas surrounding to resolve billing issues through telephone 
contacts and correspondence. 

Revising billing procedures on delivery services to align policy 
more closely to what happens with private pay maternity patients. 
This has resulted in an additional $5 million in reimbursement to 
providers of these services. 

T Department is currently exploring options for providing fi- 
nancial incentives to obstetricians to ensure that they continue to 
provide services to Medicaid eligible women in Downstate Illinois 
and areas of high infant mortality within the State. 

The Department is planning to implement— the implementation 
of expanded Medicaid coverage to pregnant women, as made avail- 
?no^ Federal Omnibus Budget Reconciliation Act of 

1985, and as authorized by state law recently signed by Govemoi 
Thompson. Illinois Public Act 85-453, House Bill 295, enables the 
Department to provide Medicaid coverage for pregnant women 
whose income exceeds the Department's medically needy standard, 
but IS below the Federal poverty level. 

The Department will set the income standard for this new group 
of women between the current medically needy standard of $333 
per month and the federal poverty level, depending on available 
funds to provide coverage for this new group of Medicaid eligible 
recipients. 

Despite these efforts, however, there is and will continue to be an 
access problem for prenatal and delivery services in areas of this 
State because the most critical aspect of access to health care in 
areas experiencing shortages in medical providers is the increasing 
pioblem of escalating malpractice insurance rates. This problem is 
not intrinsic to providers serving Medicaid patients, but it is a 
problem for providers serving all patients. 

We have received letters and comments from many providers ex- 
plaining how they can no longer afford to provide prenatal and de- 
livery services to our clients, or for that matter, to anyone, due to 
the escalating costs of doing business, especially doing business 
with malpractice insurance. Between the years 1976 and 1985, the 
average of costs of malpractice insurance for our physicians in Illi- 
nois rose an average of 22 percent per year, an increase of over 250 
percent in that time period. 

The Thomp n administration has been working over the past 
three years to alleviate this problem through legislative means 
with limited success. The cost of doi:.^* business is driving physi- 
cians out of the high risk specialties, and this translates into fewer 
practitioners in rural and low-population centers. 
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The Department of Public Aid is a purchaser of medical services, 
not a provider. We have to seek providers for these services sorely 
needed by our clients, or by our patients. We have discovered that 
there are not enough providers who want to provide services to our 
clients, to our clients in downstate areas, even though they are out- 
side the bounds of our providers — our clients. 

Raising medical reimbursement is one answer. However, it is not 
the only answer for providing additional physicians to provide pre- 
natal and delivery services for Medicaid patients. 

I believe that if this Department raised its rates today, without 
some change in the malpractice situation, we would not draw the 
needed additional providers into the system, but merely increase 
the income of those physicians now providing services, mainly in 
the urban areas. 

It has been testified, as I understand, before this Committee, ear- 
lier this morning, that even if we did increase those rates, most of 
that money would go to the attorneys who represent them on an 
annual basis. 

To make it easier for the rural doctor to provide these services is 
by lowering the cost of doing business and access will improve. 

I have discussed this problem with my counterparts in other 
states, who have stated to me that they are also experiencing simi- 
lar problems. We are charged to work together to resolve these 
problems. And to do so with Congress to create new and innovative 
programs to ensure that both Medicaid eligible as well as non-Med- 
icaid eligible pregnant women and children, particularly those in 
rural areas, can access needed health services. 

I again thank you for the opportunity of testifying before this 
Committee, and would be happy to respond to any questions the 
Committee might have. 

[Prepared statement of Edward T. Duffy follows:] 
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Prepared Statement of Edward T Duffy, Director, Illinois Department of 
PuBuc Aid, Springfield, IL 

Good afternoon, I am Ed Duffy, Director of the minol; Oepartnent of Public 
Aid. The Department administers the Medicaid Program in minois. Thank you 
for the opportunity to discuss the problem of Infant Mortality In this State 
today. 

This morning in Springfield, Dr. Bernard Turnock, Director of the Illinois 
Department of Public Health, testified before your connittee on Illinois' 
efforts to combat our high rate of infant mortality. I would like to 
reemphasize that this State is connitted to improve and expand our innovative 
programs to reduce infant deaths. Governor Thonpson has assumed a national 
leadership role to address this problem. His efforts have been recognized on 
a national i»vel by his appointment by Congress to the National Commission to 
Prevent Infart Morta'ity, his chairing of the National Governors' Association 
Task Force on Teen Pregnancy, and by the award of J100,000 to our "Parents Too 
Soon" program by the Innovations Awards Program sponsored by the Ford 
Foundation and Harvard University's John F. Kennedy School of Governnent. 

In 1985, Illinois' Infant mortality rate was 11.6 deaths per 1,000 live 
births. This rate represented an all-time low for Illinois, and capped a 
steady, 20-year decline In our rate of infant deaths. While recognizing that 
progress had been made. Governor Thompson knew m^re needed to be done. This 
State Increased its efforts to attain the Surgeon General's goal for the 
country of 9 deaths per 1,000 live births by 1990. Funds totaling over |132 
million have been appropriated over the 30-nonth period beginning January 1, 
1986 for the reduction of Infant mortality In Illinois. The State's 
Initiative, "Families With A Future", Is designed to ensure both quality care 
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and continuUy of care is provided lo inriwiduaU to stimuUte both private 

and public agencies to work cooperatively to reduce infant r»ortality. • 

The Illinois Department of Public Aid has also been keenly aware of the 
problems of access to pre-natal care of low income pregnant women and adequate 
care for their children in certain areas of Illinois. Access to medical care 
continues to be a major priority of the Department of Public Aid. The 
Departnent has found that one of the major factors inhibiting access to 
prenatal care is the cost of medical malpractice insurance which I will 
discuss later. The Departnent is focusing its efforts to aridress the total 
infant rortality problen on preventative care. 

One of our programs. Parents Too Soon, is trie nation's first coordinated 
statewide attempt to fight the problem of teen pregnancy. This innovative 
initiative, begun in 1983, is designed to reduce teen pregnancy and to 
mitigate its negative consequences health risks to mothers and infants, 
height rates of infant nortality, economic dependency, interrupted education 
and premature parenting. Illinois has connitted to spend $13.5 million during 
fiscal year 1988 for this prograii., which makes it one of the most generously 
supportpd state programs of its kind in the country. 

Parents Too Soon funds three comprehensive health, social services and 

education demonstration projects, as we^i as 22 family planning programs, 26 

prenatal programs and 27 parent-support program^. Two such programs are 

designed specifically to equip teenaqe mothers on welfare wti" jobs skills • 

necessary to leave public dependency and establish self-sufficiency. 
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Another of our preventative care programs Is the Healthy Kids Program. The 
Healthy Kids Program Is the name of the Department's federally mandated Early 
and Periodic Screening, Diagnosis and Treatment Program. The Healthy Kids 
Program provides periodic health examinations at given intervals as - ^s of 
prevention or early diagnosis and treatment of disease for all Medicaid 
eligible children under the age of 21 years. The program also provides dental 
care, innunizations, laboratory testing, as hearing and vision screening. 

The Department, throjqh cooperation with the Department cf Public Health, has 
two additional prograt components: 

. a vaccine replacement program which permits the timely replacement of 
vaccines to physicians who administer limminizatlons, while substantially 
reducing the replacement cost of the vaccines through volume purchases by the 
Department of Public Health; and 

. a blood lead survey program irfiich permits epidemiological surveys o^ a 
child's living enviornment when the child is diagnosed as having a high level 
of blood lead. 

The Healthy Kids Program Is cooperating with Governor ThoiH)Son's Infant 
Mortality Reduction Initiative. The Department contracted with seven 
cowwnlty-based agencies In areas of high Infant mortality to deliver 
outreach, follow-up and case management services. These contractors 
supplement the efforts of local office staff in assisting clients to utilize 
the services. The total amount of the contracts is $800,000. A total of 
6,200 families which Included 10,000 children were reached through this 
initiative. 
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In an outreach effort, the Department developed a "Passport for Healthy Kids" 
•ihlch Is given.to all recipients with Medicaid-ellgible children under age 
21. The "Passport" is their record of Mdical treatment. A longer, more 
Inclusive nedlcal record booklet has been distributed to all iiedlcal providers 
serving Medicaid-eligible children. An additional outreach effort is the 
poster of "Healthy Kids" which is displayed in all local Public Aid Offices. 

Approximately 630,000 children are eligible for Healthy Kids services. During 
1986, 201,271 Initial and periodic health screenings were conducted. Of this 
total, 28,239 screenings (14.0 percent) resulted In the identification of one 
or more conditions In a child which needed further diagnosis or treatment. 

Your committee has requested that there be a discussion of access to prenatal 
care and delivery services for Medicaid eligible clients and the effect of the 
State's Medicaid reimbursement rates on the willingness of physicians to serve 
public assistance clients. The Department knows that there is a shortage of 
available physicians which appears to be growing, and that the major cause Is 
th< high rate of malpractice Insurance for Illinois physicians. As a public 
agenrv we have no control over the malpractice Issue. 

Our awareness of the access problem in downstate Illinois; however, has led us 
to devote staff time and effort to the following tasks: 

♦ Meet with hospital and clinic administrators, physicians and ether 
Interested parties to explore alternatives. 
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Strv« oil a task force appointed by CongrefSMO Durbin to fomilate an 
action plan for cr^tral Illinois whtrt there has been a deivonstrtted 
lade of ^availability of prenatal care and delivery services for low 
Incvfle wMKfl. 

Provide training seainars for billing staff of both In-state and 
out*of*st«te physicians klio are willing to provide obstetrical care to 
Medicaid clients. In this regard, staff net with physicians In both 
the Paducah, Kentucky and Cape Girardeau, Missouri areas and continue 
to resolve billing Issues through telephone contacts and correspondence. 

Revising billing procedures on delivery services to align policy inore 
clos«1y to uhat happens with private pay oaternlty patients. This has 
resulted In an additional (5 allHon In re1it>ursenent to providers of 
thes« services. 

The DtK*rtiiint Is currently exploring options for providing financial 
incentives to obstetricians to ensure that they continue to provide 
services to Medicaid eligible woaen In downstate Illinois and areas of 
high Infant eortallty within the State. 

The Departmt Is planning li^leaentatlon of expanded Medicaid coverage 
to pregnent wonen, as aade available through the Federal Omlbus Budget 
Reconciliation Act of 1986 and as authorized by state law recently 
sffned by Governor Thompson. Illinois Public Act 85-453 (House Bill 
IN) enab()et^J)epar taint to provide Medicaid coverage for pregnant 
uoMn whose IncoM exceeds the Departmnt*s aedlcally needy standard, 
fs below the federal poverty level. 
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The Oepartwnt will set the Incoiie standard for this new group of wonien 
between the current Medically needy standard of J333 per oonth and the 
federal. poverty level, depending on available funding to provide 
coverage for this new group of Medicaid eligible recipients. 

Despite these efforts; however, there Is and will continue to be an access 
problem for prenaUl and delivery services In areas of this State because the 
■ost critical aspect of access to health care In areas experiencing shortages 
In nedlcal providers Is the Increasing problen of escalating malpractice 
Insurance rates. This problea Is not Intrinsic to providers serving Medicaid 
patients - It Is a problem Tor providers serving all patients. 

Ue have received letters and cooients fron many providers explaining how they 
can no longer afford to provide prenatal and delivery services to our clients 
or to anyone due to the escalating costs of doing business, especially 
Malpractice Insurance. {Note: Statistical Information on the cost of 
iwlpractlce Insurance will be Inserted here.) The Thoi^>son administration has 
been working over the past three years to alleviate this problem through 
legislative means with limited success. The cost of doing business Is driving 
physicians out of high risk specialties and this translates Into fewer 
practitioners In rural and low population centers. 

The Departiaent of Public Aid Is a purchaser of medical services not a 
provider. We have to seek providers for the services sorely needed by our 
clients. What we have discovered Is there are not enough providers who want 
to provide services to our clients or to any clients In downstate areas of 
Illinois. 
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R«i$1«9 •edical reid>iir$mnt 1$ not the only answer for ffndfn^ addltfonal 
phjfslcl«n$ to provide prenatal and delivery services to HHlcald clients. I 
believe If this Department raises Its rates without sow change In the wdlcal 
oilpractlce situation, we would not draw any additional providers but vrely 
increase the incows of those physicians now providing such services In our 
■Inly urban areas. Nike It easier for the rural doctor to provide services 
by lowering the cost of doing business, and access will l^irove. 

I have discussed this problea with ay counterparts in other states, who have 
suted to m that they are also experiencing these saw problev. Ite are 
charged to work together to resolve these problem and to work with the 
Congress to create new and Innovative progras to ensure tHat both Medicaid 
eligible and non-Nedicaid eligible pregnant wo«n and children, particularly 
in njral areas, can access needed health services. 

I would be happy to respond to questions of the cowittec and thank you again 
for the opportunity to testify today. 
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Chairman Miller. Thank you. Mr. Stermer? 

STATEMENT OF JEROME STERMER, PRESIDENT, VOICES FOR 
ILLINOIS CHILDREN, CHICAGO, IL 

Mr. Stermer. Thank you. Congressman Miller and members of 
the Committee. My name is Jerome Stermer, and I am President of 
Voices for Children. Ours is a new, not-for-profit organization dedi- 
cated to the helping of children and youth in Illinots. Our Board of 
Directors includes representatives of a wide cross-section of busi- 
ness, professional, civic, and community leaders in our State. 

Here in Illinois, we suffer from one of the worst infant mortality 
rates in the Country, with the situation being worse in Chicago 
than in the rest of the state. The overall rate, as has been dis- 
cussed here, 12 deaths per 1,000 live births, with the minority 
death rate in Chicago reaching 21 deaths per 1,000. If we compare 
this reality with the goal of the Surgeon General, we come to the 
sobering realization that over 500 babies in our State die unneces- 
sarily each year. 

In this group. Black babies and Hispanic babies are tragically 
over-represented. This death rate is the greatest consequence of 
inadequate prenatal care, but there are other costs. The alarming 
rate of low birth weight babies, 15 percent of births among minori- 
ties in Chicago, also increases the risks of childhood disability and 
failure in school. 

These shocking fibres represent unnecessary tragedy. They are 
even more shocking in light of the opportunity that Congress has 
given us in Illinois to do something about the problem. 

The rest of my statement this afternoon will be specific to the 
SOBRA legislation adopted in October of last year by Congress, 
which affords each state the opportunity to decouple Medicaid cov- 
erage for uninsured pregnant women from the cash assistance pro- 
gram of AFDC. 

The Congress established the beginning date of this program as 
April, 1987. In Illinois, we have not yet begun the program, and as 
Director Duffy testified, we are now only in the planning stages, 
not looking to implement before July of 1988. 

Our failure to implement the SOBRA action prior to July of 1988 
violates our common ethical traditions. Beyond that, it fails the 
test of economic common sense. The number of independent calcu- 
lations show that insuring our uninsured pregnant women will 
more than pay for itself during the first 12 months. The money 
would be saved by a reduction in the number of babies who need 
expensive neonatal intensive care. The up-front costs to Flinois of 
insuring these women under the SOBRA legislation is about $2 
million per year. The net cost is nothing. Some states implement- 
ing SOBRA have calculated a net savings. They are estimating that 
for every new dollar spent on new prenatal care, $3 will be saved 
during the child's first year of life. 

So babies are dying in Illinois, for a dime's worth of attention. 
Let me give you some figures and indicate that a more complete 
text of our organization's analysis is given to staff for entry in the 
record. 
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Each year, we estimate that more than 11,000 women in Illinois 
give birth without the SOBRA Medicaid coverage. That is, they are 
working women, uninsured, but eligible for the new Medicaid cov- 
erage. Others are women who are supported by their husbands, 
who have jobs, but not family coverage. Imagine for moment an un- 
insured, single woman who works 40 hours a iveek at a fast-food 
<» place just to maintain the meager income necessary to keep off of 

welfare. For this person, the cost of adequate prenatal care is en- 
tirely prohibitive. 

These women are ineligible for Medicaid, because their incomes 
are too high. They are eligible for the medically needy program, 
only after they have met their monthly medical expense spend- 
down amount. Spend-down as you know, is a system designed to 
discourage women from taking this action. For some, the only 
chance to protect their babies would be to quit employment and re- 
qualify for Welfare. 

So, the State's current response to women without prenatal care, 
for whom prenatal care could mean the difference between life and 
death, health and disability for their babies, is our bureaucratic 
procedure calculated to discourage the most concerned and persist- 
ent mother. Ihese mothers are pleading for healthy babies, and we 
are giving them monthly application forms. 

All over the State of Illinois, women, many of whom are children 
themselves, arrive at hospital emergency rooms to deliver babies, 
having had no prenatal care. Somehow, we are willing to spend an 
unlimited amount on treatment for a baby with life-threatening 
problems, but we cannot bring ourselves to spend the $450 to pre- 
vent those problems. Congress should be angry that we are spend- 
ing large amounts of Medicaid dollars to treat avoidable handicaps, 
and not spending the fraction of those dollars it would take to 
avoid chem. It should consider that we regularly spend $30,000 or 
more per child for neonatal intensive care, and/or the sky-high cost 
of the lifetime of special education, welfare, or institutional resi- 
dence for children who, in many cases, could have been born 
healthy. 

We, in Illinois, should be ashamed that we are permitting the 
needless death of newborn babies. Babies are dyii*? for no other 
reason than inertia. 

We seek your help and the help of everyone here today to 
remedy this tragedy. We must persuade the Illinois Department of 
Public Aid to immediately begin providing medical assistance cov- 
erage for prenatal care to all women whose family incomes fall 
below the federal poverty level. We believe this would be a major 
step toward reducing our inexcusably high rate of infant mortality 
and avoidable birth d2fects. 

Thank you. 

[Prepared statement of Jerome Stermer follows:] 
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Prepared Statement of Jerome Stermer, President, Voices for Ilunois 
Children, Chicago IL 



Medical Coverage for Uninsu ,d Pregnant Women in Illinois 

My name is Jerome Stermer. I am the President o*" Voices for Illinois 
Children. Voices is a new not-for-profit organization dedicated to improving the 
well-being of children and youth in Illinois. The Voices board of directors 
includes representatives of a wide cross section of business, professional, civic and 
community leaders in Illinois. 

In our state we suffer from one of the worst infant mortality rates in the 
country, with the situation being worse in Chicago than in the rest Oi the state. 
The overall infant mortality rate in Illinois is 12 deaths per thousand live births, 
with the minority death rate in Chicago reaching 21 deaths per thousand. If we 
compare this reality with the goals of the Surgeon General, we come to the 
sobering realization that over 500 babies die unnecessarily each year in Illinois. In 
this group, black babies and Hispanic babies are tragically overrepresented. This 
death rate is the grimmest consequence of inadequate prenatal care, but there are 
other costs. The alanning number of low birth weight babies, 15 percent of births 
among minorities in Chicago, also increases the risk of childhood disability. 

These shocking figures represent unnecessary tragedy Ana they are even 
more shocking in light of the opportunity the United States Congress has given us 
to do something about the problem. We welcomed the SOBRA legislation which 
would provide half the cost of medical benefits for umnsured pregnant women in 
Illinois, in families at or below the Federal poverty level. 
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But, sadly, we have to report that our decision makers have failed to take 
advantage of this opportunity to save lives. SB833 was recently signed into law. 
This requires our state Medicaid agency, the Department of Public Aid, to design a 
plan to implement SOBRA, but there is no deadline for implementation and no 
guarantee how many mothers will be insured. 

Our failure to take this hfe-saving action violates our common ethical 
U-aditions. Beyond that, it f^ils the test of economic common sense. A number of 
independent calculations show that insuring our uninsured pregnant women will 
more than pay for itself during the first twelve months. The mcney would be 
saved by a reduction in the number of babies who need expensi%e neonatal 
intensive care. The up-front cost to Illinois of insuring these women and their 
babies under the SOBRA legislation is about $2 million dollars per year. The net 
cost is nothir^; lome states have calculated a net savings to the state. They are 
estimating that for every new dollar spent on prenatal care, three dollars will be 
saved in t he child's first year of life . 



So babies are dying in Illinois for a dime's worth of attenuon. 

Let me give you some more figures. Each year, more than 1 1,000 eligible 
women in Illinois deliver babies without SOBRA Medicaid coverage. Some are 
working women who have low paying jobs that do not offer health coverage. 
Others are Women who are supported by husbands who have jobs but no family 
coverage. Imagine for .-^ moment the umnsured single mother v. ho works 40 hours 
a week at a fast-food place just to maintain a meager income and keep off 
welfare. For her, the cost of adequate prenatal care is entirely prohibitive. 
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These women are Ineligible for Medicaid because their incomes are too high 
They arc eligible for Medical Assistance No-Grant (MANG) only after they have 
met iheir monthly medical expense spend-down amount. The spend-down is custom 
designed to discourage women from taJting this option. For some, the only chance 
to protect Iheir babies would be to quit employment and re-qualify for welfare 

So the state's current response to women without prenatal care, for whom 
prenatal care could mean the difference between life and death, health and 
disabihty for their babies, is a bureaucratic procedure calculated to discourage the 
most concerned and persistent mother. These mothers are pleading for healthy 
babies and we are giving them monthly application forms. All over the State of 
Illinois women- many of whom are children themselves- arrive at hospital 
emergency rooms to deliver babies, having had no prenatal care. Somehow, we are 
willing to spend an unlimited amount of money on treatment for a ba^y with life- 
threatening problems, but we c*ji't bring ourselves to spend $450 to prevent those 
problems. 

Congress should be angry that we are spending large amounts of Medicaid 
dollars to treat avoidable handicaps, and not spending the fractions of those 
amounts that it would take to avoid them. It should consider the average $30,000 
per child that is required for neonatal intensive care, or the sky-high cost of a 
lifetime of special education, welfare or institutional residence for children who, in 
many cases, could have been bom healthy. 
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And we in Illinois should be ashamed that we are permitting the needless 
deiths of newborn babies. Babies are dying for no reason other than inertia. We 
seek your help, and the help of everyone here today, to remedy this tragedy. 

We must persuade the Illinois Department of Public Aid to immediately begin 
providing medical assistance for prenatal care to all women whose family incomes 
fail below the federal poverty level. We believe this would be a major step toward 
reducing our inexcusably high rate of infant mortality and avoidable birth defects. 
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VOK:LSK)RILLIV)ISCHILI)Rh\ 



MEDICAL CON^AGE FOR L MNSL RED PREGNANT >fcOMEN 
A COST EFFECmX STKATtG^ 



Each vcar mere tluii Il.OnO !cm -uacon:; ^cmea ui niinois caarKX liT^vd r--*2Jtil care J\air; h, r 
pfTgiuiiacs. Ths group of vooKo is also inclj^ible for AFDC TIk^ have j signirinniS hiener 
nsk of dclncring low bifth babies. «bo to cu j lu%v i much higher nsi of oa sunrving 
mf aacT or of de\clopiaf *TOoic haiKtinft 

A new federal cnciisaoo of Medicaid »OttU aIlo« niioois to provide pr^sai al dclr.er\. and pcsizouJ 
care to these womea and their chOdrea M a cost to the suie of ooK S2 auCwa. The state budget 
win eaperieace a ad cost saving fmm ihi' procram in the fini ^car The cost savmc come from 
the redoced need for im eoshr DcooJCal care and care for chronic dbabihues. 

Twatf-sa suics ha«« already signed up for this prosraoL 

\ OKTS fo; nimots ChiMrcii urfcs the Go%rroof and the Dcpanmcit of P.Mk \td to gnrofl -irx 
in this profTim yBfy^^f tft m unpro^r hi;^h nimoc^ rS^: Jrrn. and %a%e dcQir- 



Vmoa Report K7'\f2 



41 



EXTENDrNQMEPfCAfDCnVTR OE FOR L MSvl RrPPRFr.SAST aqmevtHE P ;^>F^sTS ^vsp 
ItQLNGCtilLPRES \ COS T EFFECn^T STTt aTFc.\ 

BACKGROUND 

4 ppf oim itcl I L-IOO Ic^- income wocdcil ^bo ilo oot ^tuUfv 'cr AFPO. C2ix£<^ 
afford lo pi\ for preuul care. Tbae are •ortu^ »ocDca «bo !u^c k?»-paMn« ^cin ±ai do act 
offer msaraoce hrnrfii\. or mho arc sapponed bv hushaods «vhoia Unuih bcakb co^cr^e. la 
etha case ihe faaihr boooe s below the federal poverty &oe. 

SlTs£es have shrm-n thai laadequaie preaacal care ctm lejds lo me<fical cccnpIkaDcos iuniK 
pTciuoc> and diildbmb ihai can rcsttk la io« baxh »etcfaL a^'aoi deaih. lod j jj^umc jt 
nnneces&arv h j mfinps Lo* buth acigbi mfaiKs ofteo require \erv cxpcxtsnc aeca^ orr and 

scsfiunri '^-^tu-tcra jiiiirutioojJ and x:ica! care 

CMNStllED PREGNANT WOMEN AND MEDICAID 

These «caea arc ineliobie for -KFDC t«eau5e 'Jhr a- loccme ss tcx? Tbe% arr r jaTrt^ for 
Nf^dicil .Asststaocc No-Gram iM.\NG r OM.^ aficr ihcv lu\c mei ibe xoiui.^ 'sf^3d-»3cr»ii.' Mocl=_. 
'sfcoA^ismn' b tbe amoaat bv ^ticb sooibJy acooe exceeds tbe AFDC eficibun le%el f<y ca&a 
assistance L'oder ibe cnrmn svncm, a «ooan recenw no siaie mc<fical assiKi^ce unless die cc« 
cr Lbc care eicreis be: $peodsk<«'n le^t- The 5pe3C-cc»"3 ncocai ^os *o be - r.^r. 
month 3 a coiDpticaied pr o ced uie . Bodi the spead-dc«ii reqinremciii and ibe =c«thi> recaioi^tioo 
process dbconrase womeo from fctoag tbe meapeosivc preaaial cai e thai can scan 'Jie di5ert2cr 
bemcca a keaUnr baby and a sick baby. 

fCDERAL MATCHING RMK FOR MEDICAID EXTETQION 

Tbe 19S6 Sblb Omnibas Budget Rraaciliacioa Ad (SOBR.A) estabushri in anpr;ced:axed 
rrpcrr-njrw to use federal moocv to pa* balf of ibe stale s cw: of prraaial and r-tzzuK^-Tj-ed 
care (or ;«or «oneo and ilaeir iaiaau. 

^•i'sn fgf \Bmi OiMrT* fto »bc tt* ccsi to tbe aa-t >f 

aedkal Seaefits to tba group of niasGred Trecaaal »vaea vouid be Sll m.^ :c T!u$ s a 
oootrasi to ibe Dcpaitmeat of PttMk Aid's acure of oiuItocL 

VoKOha^finfdTiTw^lhcDeiMaeMQfPttMk A Kitocnrofltbegaci ji Ja 

for *il -iii^can^^ipM wbosg f— awfen mgs are Jt jr bclcm -.be rxrom Sue. 

SB j33k approved by ibe Dfiaois Geaenl AssemN> tbis Sprmg lad recent sxxi S 'Jie 
Governor. aMboriaa the Depafmeai of fnHic Aid to piaa for tbe pnraoo of preaacal aad earh 
■Cum care to a^Mca ateK iaciMs are Hrier tbe federal po«ein kvd b« 
AfDC Md Rcsriv MANG (ao ^caMnia) cfigiiAy feveb. 

^ 1^1.^ 1. ^ c pi-... '^'riinftTnM I IIUWLILM JjU 

aoi cn«aB aa iapitMMtfiaa d«c. Md docs aoi ^edly cigtAy «iadwA vate 
fOideiaca. Im rvmetprmr Vimm t» IBiMmrMAga aad iM^flrtw . M j^i^iL^ ^ ^^fi^^ 
have requested tbe Goveraor to ia«raa tbe DepartMcat of Pobfic Aid to carofl tbe suts m tba 
procTia as soco as possible, for ALL asmsired precaani ^xxaea mhcae faaiil^ jic:«ies are ac 
below tbe poterty fiac hrcKady. iweatv-ai oaics ba%e passed ^egBlacioe to icp*eiBc« t&a 
pviraBk aad Mtf of tkeai iavc cacadcd cfif^bOty ^ lo l(m of tbe povcny kveL 
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LbriMATLlx.y^Ti 
m>lATAI.C.ARr^ DrJJVI J(Y. AND PC)^TNA1AI.(:ARI'. 

Umlcf ihe currcnl Medic jid system Che e pjy% mmi 4if ihc delivery cmi for w«»incn ehgihlc 
under SORRA. Once the new ^picm u adupted, the onf^ new ctnt lo the M Jie for thc%c women 
will he Ihc •flitHinl ihcy miw incur u their mdnihty tpcnd u ithliplittn 

The averafc difTercncc hctwcen ihc Medicaid eligihiliiy level and the federal 100% pcfvcrty 
level for famtlies of lii or fewer ia appronmalely $416 The Naimnal Govcmort AaMKialion (NCA) 
report (March. I9K7) indicales lh.il pmir. uninsured wnmen\ incomes are fairly evenly duanbuCed 
bclwccn ihc Medicaid and Ihc poverty incnme levcU It can he rea.v)nahly oMumed, therefore, thjt 
the average monthly spend-down is hjlf of Ihiv or $2IW Multiplying thu amount by the 11.4(X) 
women who would \k clit(>blc unili r SOMRA (cvcn .m .ippmxim ilc iml figure o(V 4 million Thi> 
would he hiirne equally by the Mate and federal government v mi ihc cmt to Illln4)l^ t jxpaycr\ wotild 
he atxiui Si 2 millhin 

INFANT AND YOUNC; Ollli) CARV, 

Under MAN(f, the slate pays the expcnw^ for mfjnts who need inlcrtMvc care Under 
SORRA. the additional coM to the Mate per sick bjhy wi>uld he the average \pcnd down li.ihi'tty 4)f 
%2l)K In jddiiii>n, hcjiihy bjhici would cnjoy ihe \jmc mcduji hcncfitt provided to children under 
Medicaid Thcv include the Kealthy Kids prt^am. phy^icuns' wits, and lah(»rat4iry vmccs 

The total additional eo«l of providing well-baby care and uck-baby care u approximately SI 8 
million, of whieh the Male will pay half, or about SO 9 million, for infantt and children under age 
two. IS brings the total slate cost of this Medicaid extension toS2 I million. 



THE ElTECTIVrNFJiS OF PRfNATAL T ARE AND COS T SAVjNCS 

Prenatal care can identify problems leading to prefflatunty and low birth wei^t among infants 
Studies have demonstrated that access to adequate prenatal care can reduce the nsk of low birth 
wcighl and infant death, and is critically important to ensuring j healthy birth 

A national Mudy cMimatcs that every dolhr spent in prenatal care saves aK>ut S3 3K in 
hospital care for low birth weight infants in the Hrst year, a Colorado study estimates Si I 00 in 
additional savings during the hfc of (he child The same study conducted by the Instil ute of 
Mcdn inc in Washington. D C cMi mates that the extension of prenatal care to the SOBRA population 
would reduce the number of low birih weight births to mothers in this group from II. 5% to of 
all births. 

A California study shows that low btrlh weight rates for woraea receiving comprehensive 
Medicaid maternity coverage w-re 50% less than among those not partiapating in the program The 
study estimated that every Medicaid dollar spent on expanded prenatal and obstetnc programs would 
result m ■ uvings of S4 from reduced need for neonatal intensive care and rehospitaUzation lo the 
first year of hfc. 

Miehi^ in estimates that the state can save 25' r> of ctpcnM^c neonatal care if Mcdieaid-ch^iblc 
women receive early and adequate prenatal care 

THE MOST CONSERVATIVE OF THESE COST ESTIMATES WOULD GIVE ILLINOIS A NET COST 
SAVING IN THE RRST PRO<3RAM YEAR 



CX)N(l.USION 

Prenatal care reduces infant mortality, low birth weight babies, and p«>stn.ital medical comphcalMms 
Prenatal care ii also a slrate0 that reduces c<»Ms at the same time that it impr<»ves the health 4if 
mothers and children. The ywrner Illinou takes ad antage of this federal opp*>rtunity. the ywrner 
the health of Illinou nfants will improve and the g* eater the com savings to the Illinois taxpayer 
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APrvumx I 



P i l iMi lq ^ etm of tMemkd Mcdkwd eovcr^ for wmmmcA pnptam woaca, tlnr miTmu and 



1) Nuabcr of poieacially elifible woaca 1 1,416 
for fmily iBca of 2, 1 4. 5. tod 6. 

2) Coft for prenatal care, delivery, poxt-nalal care 

for botti Bother and iofaac 2^ji 

3) Total cosU for prenatal care, delivery, and 

pott-aatal care for 11.416 women and their infants $2H,XKS;)12 

■. CmLDMNUWDmAfiBHyO 
EsimiatiBi: 

1) Total Bumber of iafaau A children under age two 22,832* 

Ncwborw: 11.416 

ChtldreD under ^ two: U.416 

2) Total Mcdicil com for iafuU and children 14,758,7116 
ttsJcr iferwo 

Healthy children: U^xS72 SR54.HS6 
(inchidct Healthy Kids propam, 
phyiidaas' vUita, and tabt 
per child per year) 

Sick '^ildreo: <566 x $855 txm^ 
(tadudea phyiiciana* viiiu, laoi, 
and boapitaliiatioM) 

Total number of children served 16,439 
Total number of children not Krved 6M 

Total 'Tffw 

* National itudiet eitimate that 80% rf these children would not continue their medical 
oovcraie after their fine month of eligibility. This indicatet that these children would remain 
relatively healthy and would not incur large medical cosa However, the NGA repoft estimates that 
only 65% of these healthy children would participate in this Medicaid coverage The remainmg 20<% 
of the children are more likely to he tick and would incur targe medical expends 



ERIC 



44 



C UNAl>JUy|-Ll>TUTALCWI'^tVK WUKA 

V*H nrwiy cliKitiic wiimcn 

I'tir infanu ami rhiMrrn under 4Kr iwii 

T(italr(Mf»r(irM)IIRA 

Stale'* uJiaJjiMlcd un al cimi 

DTA'a orifaule ri wuHjiwIcJ lalal cntf of S()RRA* 
ft* i:Mno«cwf)rcli|jMe«iMic»aiid 
2Mno mImU ami duldrcji Mkicr ^ 2 

l>rA\ cMinijlr t4 iin.iil|»slril r»»'i for ihr \i.iir 

0. VSVWATliD SOBKA CXIJmj ADJUimNt, lUk bI'LNP DOWN 

1) fur i 1.4 id newly cIikiMc womrn 

ii.4ioi$:iM 

2) TiHai u>M« Uh chiWfcn iimlcr .ikc two 

Mr.tllhychiltlrrn II.M71it/: 
Silk children 4..VtfTBt2fM 

3} ToCalctMiUt>rM)RRA 

Stale's t«ilal full year riMt 



S7i.(tfiri.nrai 



• DPA"* cxlimalcd cchI fcif SORRA u much higher than Vokcji' cMtmalc. Uvr lw« mam 
rcsMtiu FirM. DPA'* figure of i\tm newly eli|iit>le women (fnmi the NCiA report) m inflalcd 
hccau>e it induUe^ wc»men whine mmmev inuld qualify them fvt AITX' iw ReKular MANCi prugrum 
in whiih DPA fully eiwcr^ ihcir Mediuid Secimd, DPA'j cAf imaled onl^ arc nut adjwUcd f«»f the 
^pcnd di»wn Thw would he the new eoM to ihe siMc. Mncc under the current ^vMcm the Vate 
pay^ moM of the delivery eiHl fi>r women eligible under SORRA 
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1) Nimhcr of icwly eliipMc mmcm (I |.4|6) u h.Mil <» ihc NalNm^l <i„vtrm»f^ Aji^iKiaiifm 
report (NOA. March IWT) calculaltiif the tncomc a»irihuiMm i»f mmcn between 13 amJ 44 

poverty kvci bul ahiive the meUicaUy imii^m MtnUardt fiir ihc 

2) NiMbtr ofiaraM (t 1.416) ii«ilMlcd by Voica fro. the N<JA report Number of chMiren 
Mdtf ifi M b twict iht BuabM of iirf^ et(iM«d by Vokci. 

3) PrepMMy.rehCed com. indudiiii phyucufM' chvfct. are otaaincd rr<m» ibc tlhnou 
DepirtmcM of hiMic Hcahh hy phone. Delivery com for hiKh miKher ami infAnl w .iNaincd 
fm tSiaoia He«kh Ctn Om CoiiiaiiimcM Council, Report 3. fourth quarter of IW5 

4) Cortlfor lljtthl^ehildfW DPA'I ARcoort U> the nbii aa General A^trmhiv 
on IliC PJf hf Md Prriiidif Sereenw. ntayfic^U Tr THmrOL VTVyjm ^ubtnilleU by Grcaory 
L. Colcr om November 1, 1906 (adiuatcil for 1<W7 innaiion). 

5) Slatr i Mcdicd AaaialMce No-OrwU ttamlard ii obtained from 5;i.«i!»i.r:il PuM...ai.nH f,nm .hr 

6) Federal poverty level u obtained from ihc U S. Department ,if Health and I luman 
Scrvkta by phono. 

7) NiikMuJ eon ttvioi eitimatn li obcatned from the Commiticc to Study the Prt^vention of Urn 
Birthwei|N» ffcvcnlinf Low Birthwei|ht ' Wanhinfrton. D C Ini^litutc of Mcdicmc. 

8) Colorado*a cool uvinf eiliinaie b obtained from Bondy. Jesuca, 'Cmi Bcncfti of Prenatal 
CofO* (Colorado Task Forci on tho Medically tndifent. Boulder. CO. IW). 

9) Caiifurnin'i cool uving euimate » obtained from the State of California, Department «if 
HeoUh Servicei, -Preliainary Evaluation of the ObMctrical Aeceu Pdo: Project (July 1979- 
June, l9Wr (December. 19(12). 



46 



ArrENDDcn 

CTATCS WHICH HAVE PASSED nMHAK lff.igATTON 

T«caiy-fa«alcsha«epaMe41ep»L oa to MpleiKM opboMl Medicaid co«<erafe for tnimired 
pre^aM«o«caMdikctf ckil^««. Motf of the« km ettcadeddigibifaty oplo 100% of the 
powcity lewL 

AraoM 
ArkMHi 

Deltwwc 

Dttlnd of Cotumbu 

FVxidj 

Kcatvcfcy 

Marybad 

Masudiusctts 

MmocxHM 

MUHSUppI 

Mistoyn 
New Jersey 
NewMcnco 
North Otfohu 
Obo 

Okbhona 

OrefM 

Rhode bbad 

SogthCarobaa 

TeDocssce 

Teias 

Vennoat 

WMhingtoo 

West VapaiM 



Source Childreo & Dtfeiue Fund 
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Chairman Miller. Thank you. Ms. Artis? 

STATEMENT OF JENNIFER ARTIS, PRESIDENT, HEALTHY MOTH- 
ERS AND HEALTHY BABIES COALITION; EXECUTIVE DIREC- 
TOR, ST BASIL'S FREE PEOPLE'S CLINIC, CHICAGO, IL 
Ms. Artis. Hi. I was asked to come and present testimony regard- 
ing the access of care to prenatals. This is very difficult for me at 
this time, as I hear a lot about programs, and I hear a lot about 
money, and that is all well and good. People like to do those kinds 
of things. But as the Executive Director of St. Basil's Free People's 
Clinic (our clinic is totally free, and it all volunteer) in the last 
6 years on the southwest side of Chicago, I saw the biggest prob- 
lem of access being f^^ar. The fear that they were not being made to 
feel like a woman. That they are not appreciated as a person. If 
you want to look at problems, the number one problem is that we 
forget that we are dealing with people. We are dealing with women 
who have come from socioeconomic backgrounds that make it very 
difficult to access any system. 

They are afraid of systems. And I am not afraid to say that many 
times they think that Public Aid is a Gestapo. That many times 
they walk into an office, and that office turns them off and turns 
them cold, and they would rather go back home and wait for the 
last minute — a crisis to occur. 

We are dealing with people. What has ever happened to the com- 
passion of the agencies that are represented here today? To go into 
an agency where I am no longer a person, being responded to not 
as an individual, but as a number, as a problem, as a target audi- 
ence, and these dead babies. But that dead baby could have become 
a human being. Something that is qualitative, something that is 
creative. Health has to go to the community. The person cannot go 
to the health agencies any more, because the health agencies have 
locked them out. They do not trust them, and you cannot blame 
them. 

As Mrs. Scott said, how many of us In this room have been in 
that situation, where our bodies are put on the block, and we are 
asked to expose ourselves, before people we do not know. That 
takes something away from being a woman. If you cannot care for 
yourself, how can you care for a life that you are carrying? 

We have to go back to basics. We have to have support programs 
m the community that says '^ou are important." We have to have 
education programs that teach Moms, and teach the community, 
how to take care of itself. The money should be given to projects 
that encourage people to do it on their own. Not to programs that 
encourage dependency. Because we are not doing a very good job of 
taking care of other people. We have failed, miserably. 

I, too, often get caught up in the position as president of Healthy 
Mothers, Health> Babies, I go downtown and I am in an office, and 
I am making money. And I get aggravated about the crisis prob- 
lems I forget the people until I go to the clinic in the evenings, and 
then I am meeting with the people who are sufferi..g. And I then 
look at myself, and say, you forgot, Jennifer. You are dealing with 
people. You have to love them, you have to care for them. You 
have to care about babies to give them life. 
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On the West side of Chicago, where there is a very viable hospi- 
tal setting, and yet it is the highest infant mortality area in the 
city of Chicago. Why? What is the problem? SomeVUl say trans- 
portation. We can ^ways find a problem to get wheie we do not 
want to go, if there is something there that we do not want to deal 
with. But if the system opened up its arms and said, we want to 
truly take care of you, because you are a person, you are viable, 
you are ready. Then I think the response would be different. 

I cannot speak on these other issues, simply because you know 
them. You have heard them before and how many testimonies 
have we gone into? I can yell from the top of this building, and it 
will still not make any difference, unless you start changing the 
structure that services women. That says you are a human being, 
and of value. That your body is sacred, and your baby is sacred. 

And that is all I have got to say, folks. 

[Prepared statement of Jennifer Artis follows:] 
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Prepared Statement of Jennifer Artis, Prksidlnt, Health Mothers and 
Healthy Babies Coaution and Executive Director of the St Basil's Health 
Service-Free People's Cunic, Chicago, IL 



It !• an honor to be here today to relate the concern* of 
caring Chlcagoana regarding natemal and child health care 
problena. I mm Jennifer Artla, Prealdent of the Healthy Mothera 
and ^ablea Coalition and Executive Director of the St. Baall'a 
H««lch Servlce-Free People* a Clinic. 

The St. Baall*a Haalth Service-Free People'a Clinic la 
locatad In tha New City cowinlty on the Southveat aide of 
Chicago. Wa aervfce four coMunlty areaa: Englevood, Weat 
Englewood, Nev City, and Back of the Tarda. We are an all 
volunteer caaaunlty clinic ataffad by phyalclana. deotlata, 
phanuclata, coanunlty people, nuraea, and people of good will. 
Our Clinic vaa eatabllahed In 1982 In reaponae to Che cutbacka In 
Medicaid and Medicare which cauaed an acute problra of acceaa to 
quality aadlcal care. 

Since opening our doora va have aeen over 8.000 new patlenta 
and have ovar 12,000 patient vlalta annually. Ve aervlce 
Hlapanlca. Blacka, end Vhltea at every age level. We provide 
prlnary aedlcel care, laboratory, dentlatry, pharmaceutlcala, 
acupunctura, end aoclal aervlca referrala and coordination of 
tertiary apeclallata. 

In By capacity aa chief cook and bottle vaaher of the St. 
Baall'a Clinic, I hava had the opportunity to work with the patlenta 
at every level, fro« entry to exit. I have obaervcd that the chief 
probla« of acceaalng the aedlcal ayatea for adequate and quality 
cere la financial: affected are thoae lacking third party aedlcal 
Inaurance. the newly uncsployed on uneaployaent coapenaatlon, the 
Hedlcald-raatrlcted reclplenta and the Medicare elderly who nuat 
wreatle with apenddofwna. 

I hava peraonally had hoapltala call and requcat that we 
follow-up on pet lent a for vhoa they can no longer care becauae of 
changing Inatltutlonal pollclaa regarding acceptance of the 
Indigent aa patlenta. I heva wltnaaaed a hoapltal'a refuaal to 
provide aarvlce to a rape vlctla becauae aha waa on Medicaid. I 
heve aeen the elderly unable to seet their apenddowna; they cone 
to ua broken end depreaaed becauae their long yeara of labor are 
no longer honored. I have worked with a kidney tranaplant vlcltra 
who waa being dlacharged becauae her Inaurance ran out. I have 
wltneaaed chldren In need of dental, optonetrlc, and paychologlcal 
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cara laft In tha braach of a aoclatj that offera acreenlng but no 
practical aarvicaa. Thaaa children are left out becauae of their 
povarty* unlaaa thalr paranta chooae a life atyle of conpl 
danlal of baalca to provlda thaaa aarvlcaa. I have vorkec with a 
■'^thar whoaa aon had a brain tuaor and had hla life weighed on a 
acala of %W much and whan can you nay for hla aurgary?" I have 
aaan too aany voMn with cancar go untraated until a medical 
Inatltutlon had no cholca but to taka then In. I have aeen all of 
ttila and workad with It for tha paat flva yeara. Thaae are the 
atorlaa of our third world tha world of the medically 
dlaadvantagad. 

Aa Praaldant of the Haalthy Hotharj and Bablea Coalition, I 
as working with a dadlcatad group of people whoae mlaalon ia to 
uaa raaaarch, education, and advocacy to aaaura that current 
prograaa and poUclaa In matarnal and child health care actually 

?rovlda affactlva aarvlca to thoa< In greataat need. The Coalition, 
ounded In I983» attacka tha aocl* «. economic, and polKlcal 
coodltlona that contribute to Chlcago'a acuta acceaa to care and 
Infant mortality problama. Aa an advocacy organization, the 
Coalition analysaa and aaarchaa fcr anawera to both tha readily- 
apparent cauaaa of Infant morrallty, and tha underlying problema 
of accaaa to cara. 1 aaa underlying problema range from 
Inadequate day cara to tranaportatlon problema, from lack of 
quality education and lack of Information about available prenatal 
aarvlcaa to fear o* Intricate Inatltutlonal procedurea for 
racalvins aoclal aarvlcaa. Other factura Include houalng and 
homalafeanaaa, mental lllneaa, and hereditary pradlapoaltlona. 

In recent daya, there haa been conalderable controveray 
regarding tha City of Chlcago'a Infant mortality rate. It la 
unfortunate that the controveray eurroundlng the reletlva accuracy 
of tha Infent mortellty dete developed by verloue government 
aganclaa hee overahadowad e number of fundamental trut'.ia about the 
daaparate fight for life now being wegad by many Chicago- area 
chlldran. 

It la true thet In eome Chicago conmunf ' , one In every 34 
bublaa dlae before Ita flrat birthday. It < true that bablea In 
Chlcego'e non-white cGmmunltlaa die at a rate more then double 
that cf thalr white com. erparta. It la true that pregnent women 
wlchout ptlvate aedfcal Lnauranca often welt three montha or more 
for thalr fir:*- clinic pre-natal medical examination (and thua 
cannot follow the atandard medical advice to aeek medical care 
during the critical flrat trimeatar of pragnency) . It la true 
that Chicago le experiencing an epidemic of children having 
children. It le true that teen pregnancy la a leading cauae of 
high echool dropouta. It la true that Chicago la a dangeroua 
place to be bom. 
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Thete realitiei are all the more tragic becauae they are 
preventable. Infant mortality CAN be reduced. Reaearch has 
proven that infant health CAN be Improved, with timely prenatal 
care, good nutrition, and abatir.ence from amoking, alcohol and 
drugs during pregnancy. Better housing, education, and employment 
opportunities are also critical. 

Clearly, the root cause of infant *3ortaiicy in Chicago is 
multi-dimensional. To effectively attack this problem, all levels 
of government must make a atrong commitment to tb- development of 
comprehensive social programs that serve those in greaieat neei. 

CITY OF CHICAGO 

In Chicago, there are a numb>r of steps that muat be taken to 
effect a change in the infant mortality rate. At the city level, 
perhapa the aingle most important objective should be the 
appointment of a dedicated, caring professional who is familiar 
with maternal and child health iaauea to the post of Commissioner 
of the Depsrtment of Health. With such a pe -on at the helm, the 
Department of Health could make the following health care 
improvementa: 

1. Contribute to the level of funding and improve the 
efficiency of the WIC aupplemental food program, a program 
believed by moat authoritiea to be an effective tool in reducing 
low birthweight babiea. * 

2. Expand home health care aervicea (public health nurses 
nutritioniats, outreach workera) to better cover the 19 high-risk 
coomunities, aa well a^ the remainder of the city. 

3. Seek licenaure j a licenaed home health care agency, 
which would allow the city to aeek atate reimburaement for 
certain typea of care. 

4. Initiate a thorough, cooprehenaiv^ , and independent 
evaluation of the IMRI networka to determine if the program 
initiated in the early 1980* a ia being effectively and 
efficiently ackiiniatered. 

5. Follow recent recosraendationa by noted local health 
profeaaionals (including Dr. Quentin Young and Dr. Jorge Prieto and 
othera) to develop an effective program for community acceas to 
health care. Thia will require the initiation of a cooperative 
plan with the county and atate to addreaa the problema of Cook 
County, Provident, Univeraity of Illinoia and oth^r hoapitals 
facing fiscal crises and care cutbacka for the needy. 
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6. Develop and promote In-school nutrition, health, child 
caro, and pregnancy prevention prograna to provide young people 
wlt^ the Information they need to prevent unplanned pregnancy and 
to better equip young men and women for the reaponalbll Itlea of 
parenthood. _ 

Of courae; the reaponslblllty for Infant mortality reduction 
la not borne by the City alone. The State of Illlnola ahares this 
reaponalblllty, and muat make Ita own concerted efforta to protect 
the State' a youngeat population. 



STAT^ OF ILLINOIS 

At the state level, the Governor, the Leglalature, and the 
relevant agenclea can snd ahould addreaa the fiscal and economic 
factora that hinder care for needy mothera and babies. As a 
priority, the State ahould enact leglalatlon to guarantee the 
availability of Me^Jlcald coverage to all eligible pregnant women 
(without spenddowr). Recent leglalatlon In thla area waa far from 
adequate becauae It merely gave the Department of Public Aid the 
optloi to extend auch coverage. It waa not mandated. 

The Department of Public Aid muat alao cloaely acrutlnlze and 
monitor the heaith care atrvlcea provided via the Medlcald/HMO 
program. The Healthy Mothera and Bab/es Coalition haa learned of 
many problema with the HMO program, iglng from unethical 
enrollment practlcea to negligent care of newborna. The failure 
of some HMO-ef filiated hoapltala to tranafer hlgh-rlak Infanta 
to better equipped hoapltala Is often cited. The Department of 
Public Aid haa a contract with private carriers to provide this 
service; the Department of Public Aid haa a fiduciary and moral 
obligation to enaure that It get a what It pays for. 

The State muat alao make a real commitment to atreamllne the 
more cumbersome admlnlatratlve requlrementa of the WIC program. 
Further, the State ahould provide additional funding to aerve a 
higher percentage of thoae eligible for VIC services. This move 
could reduce long-term costs sssoclated with low blrthwelght, the 
leading dlr«ct cauae of Infant mortality. Currently, WIC can 
aerve only 40X of thoae eligible r beneflta. 

The maturation of the IMRI network has enabled 19 poor 
commun Itlea to develop neighborhood outreach programs to enaure that 
each pregnant woman entered the ayatem on a timely baala. The 
IMRI program la off to a good atart. We are now at the stage 
where thla program ahould be evaluated and expanded to allow for 
coordination between the varloua community programa and with 
subsequent medical care providers. 
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FEDERAL LEVEL 

The potential for the federal government to lead the fight 
agalnat Infant ii*)rtallty la great. However, th* federal 
government ahowa no algna of living up to Ita potential. 
Leglalatlon .auch aa the Act for Better Child Care (uodd, D-Conn.), 
which would 'prcvlde atatea with funda to make child care financial 
aaalatance to working famlllea with Incomea up to 1151 of a 
state 'a median adjuated Income, la eaaentlal. The current- ao- 
called *Velfare Reform" propoaala are, at beat. Inadequate, and, 
at worat, repreaalve and dangeroua. It la time for Congreaa and 
the Prealdent to get aerloua about family lasuea. Thla la an 
laaue that ahould be an Integral plaTik In the platforma of both 
major political partlea during ths upcoming prealdentlal election. 

Chicago la not alone In Ita battle agalnat Infant mortality. 
The death of any Infant la a tragedy. The chronic lllneaa of a 
child la often a preventable aorrov. Near y 13 million American 
children younger than 18 ar^ poor today; nearly one In five 
American children live In poverty. Theae children are at rlak. It 
la our obligation to protect them. 

Thank you for the opportunity to appear before you today. 



# # # # # 
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Chairman Miller. Thank you. Thank you very much. 

Dr. Edwards, in reading press accounts of some of the problems 
of individuals seeking access to prenatal care in Chicago. Mrs. Scott's 
story does not sound very vpical. Is her story fairly common in 
terms of the time that people would have to give to get access to the 
system? 

Dr. Edwards. Well, I think one of the points that I tried to 
make, there is no simple answer. There is no one dimension of the 
infant mortality program. What she has said is one of the very 
basic elements that should be in any health care program. I want 
to again emphasize the fact that infant mortality is not an indica- 
tor in itself. It is one of the indicators that the general issues about 
health, the general status of health in that community is bad, and 
is reflected through the infant mortality program. 

Now, certainly I think in any community where you have all of 
the elements coming together, you are going to have all of the neg- 
ative elements, such as attitudes that even some health-care work- 
ers have, working and living under stressful conditions, you are 
going to have all of the elements, the perspective from the infusion 
and invasion of the community by drugs, and overadvertisement of 
alcohol and smoking. Now in such an environment you have all of 
that, in reflecting on the accessibilitv of care. 

Chairman Miller. I understand that. But given that background 
the individuals in that community who are still seeking that care, I 
just want to know, and I am not even for the moment beginning to 
pass judgment on the system, but it seems to me that from all 
accounts, you have a system that is iust simply overwhelmed. I am 
not passing judgment why someone has to spend 9 to 4 there, but I 
know that if you are working in a marginal job, and you have to give 
up a day every month or every two weeks, or whatever it is, 
depending en the condition of your pregnancy, should you be work- 
ing, that there are not many employers thai will tolerate that. 

Dr. Edwards That is true. 

Chairman Miller. And most employers expect you to go to the 
doctor, you come back in a couple of hours, and you go back to 
work. But if a person has to encounter that. I am told that in other 
clinics, if you are going in the evening, just to get a test to see if you 
are pregnant, you may wait 7 or 8 hours in the evening just to get— 
and again, for the moment, I am not passing judgment, because there 
are enough fingers being pointed everywhere. I am just trying to 
determine where we are in the delivery of the system, and all of the 
indications seem to be that here, when you have some of the services 
available, those services are overwhelmed. 

We had another problem in Springfield, where none of the serv- 
ices even existed. But those are two different problems. But this 
story is not atypical, is it? 

Dr. Edwards. I think that is— no, indeed. I think that the system 
is, indeed, overwhelmed. I think that any time that you have to 
take longer than two weeks to get a prenatal place or appointment, 
something is wrong. But the best instances in the public sectors, 
and even in some of the private sectors, four weeks and six weeks 
are not unusual. 
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We have developed a system in which we ven/ carefully screen 
our patients so that any patients even bordering on high risk can 
get an immediate appointment. 

But th system is overwhelmed with those who must depend on 
the public sector for care, and just the numbers themselves are 
just— given the type of care that we think these mothers need, in 
terms of just technical care, and what she has emphasized in terms 
of humanizing care, we are continuously promoting and developing 
that to respond to that. But that is still a problem in many in- 
stances and I am not talking about just public. I am talking about 
private, too. 

Chairaian Miller. Ms. Scott, when you talk to friends of yours, 
people in the c:mmunity who may also be pregnant, are their sto- 
ries—their encounters with health clinics pretty much the same? 

Ms. Scott. The same as mine, yes. 

Chairman Miller. What is their response to that? What are 
their feelings about that? 

Ms. Scott. Well, that is— there are a lot of young ladies: much 
younger than I am that are pregnant today, and that was pregnant 
when I was pregnant, and where they would not want to go to the 
clinic, because they know that they would have to be there— they 
was inexperienced on having children, and they would miss a lot of 
their appointments because they know what they had to do to be 
there, all day perhaps, and so they would just miss the appoint- 
ments. They were young, inexperienced young women. 

Chairman Miller. Ms. Ar-is, that is what you see happen? All 
these people just fail to show up for their appointments? 

Ms. Artis. Not in our clinic. 

Chairman Miller. Not in your clinic? 

Ms. Artis. No. Because first of all, if you call today and aay I 
need to see a doctor, we take you today. We do not put you off. 

And then, too, we do not have all the papers that you normally 
have to fill out. You do not have to prove to us that you qualify to 
get into our system. So we do not have to challenge credentials. So 
they make the appointments, and maintenance is very good. 

Chairman Miller. Did you have something to say to that? 

Ms. SvX>tt. Excuse me. I do not know where your clinic is or any- 
thing, but there is probably that the people that a-e coming to her 
clinic are in her neighborhood. You know, that makes it easier for 
them to get to that clinic. 

Ms. Artis. Well, we have people from Gary, IN, from Oak Park, 
from Evanston, because we have absolutely no criteria for shutting 
people out. Yon would be surprised. They come from all over the 
City of Chicago to get there because, they say, that once they get 
there that we try very, very hard to show that they are people, and 
that IS how we respond to them. 

Chairman Miller. Let me just ask you something. You talk 
about the dehumanizing aspect of it. Now we make this all too 
complicated; there were others that testified this morning that 
between the people that have to see that they are qualified for the 
services, and the people who qualify them— and I am sure that this 
is not just the State of Illinois— and the last thing that we are find- 
ing out— not out of callousness, but just how we apply the serv- 
ices necessary to the pregnant woman, and just get on with it. It 
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seems to me that we are so busy trying to figure out which catego- 
ry you fit into, that time just keeps working its way on and work- 
ing its way on. We heard stories from parents this morning of tre- 
mendous lapses of time while people tried to figure out where the 
reirnbursement was going to come from. ^ 

The whole thing seems to be so complicated that it is almost 
beyond our belief, and those who encounter that system, I believe. 

Ms. Artis. Then you understand, though, you are working with a 
population, especially with these young girls, whose education is * 
not that great. And they are coming in to a system, and you are 
saving, okay, these are the things you have to do. I talk with them, 
telling them how to get to the bathroom, go down the hall and turn 
to your left, they come back and say, where did you say to go? 

I mean, you see what I am saying is that that is very, very diffi- 
cult for them. And they are probably very frightened to death of 
the systems. 

E)r. Edwards. I do not want you to leave here thinking that the 
majority of the patients are that way. The majority of the patients 
are not that way. I think that one of the problems that we have is 
that it takes a certain amount of time for a physician to see a pa- 
tient, unless yju are going to have a production line. Now, I think 
we have to realize that, and you can see any patient who comes in, 
is limited to the volume that can permit that. But when you are 
seeing hundreds of patients per day, and you are limited with ref- 
erence to staffing, and you are insisting upon a certain quality of 
care being delivered to that patient, it is going to take time, and 
something has to be sacrificed. 

One thing that we have helped, we want the patient to receive 
what they should receive at each visit, regardless of how many 
people are out there waiting. Because it is much better to give a 
patient quality care than to just give them a hit and miss, so that 
you can say I saw "x** number of patients today. 

Chairman Miller. I am conceding that. I am told that in one of 
your hospitals, you hav^ 100 people each day show up for a half 
day high risk prenrtal care clinic, and you have got four residents 
and an attending physician trying to work their way through those 
people and, conceivably, the patient load is high risk, and it is still 
three to four weeks— again, I am not passing judgment, but I need to 
et some handle on what we have here, and whether we have not 
uilt a system so complicated that we— given the physician load- 
that there is a front-end loading here before you ever get to see the » 
physician. 

Dr. Edwards. That is true. We have usually, in allocating re- 
sources, those individuals who are not laying hands on the patient 
are the first to go. But usually you have some deficiency up front. *^ 
There is a number of clerks you have answering the telephone, the 
number of clerks that you have that are properly trained. The sala- 
ries are so low, you are not going to get the quality of workers we 
would like to have dealing with these people. 

So I think you have to look at the whole system up front, as well 
as 

Chairman Miller. That is what we are trying to do here. 
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Mr. Duffy, when are you going to cor.e oat with your new regu- 
lations on the expanded Medicaid coverage? You have been given 
authority by the legislature, is that right? 

Mr. Duffy. That is true. 

Chairman Miller. When is that going to happen? 

Mr. Duffy. As soon as I know what level of funding the general 
assembly of the State of Illinois is going U) give me to fund that 
program. Unlike Congress, Mr. Miller, I have to operate within 
available revenues for a given fiscal year. 

Chairman Millea. Did you ask for coverage up to funding to cover 
100 percent of the poverty level? 

Mr. Duffy. We are coming up to go ihrough our budgeting proc- 
ess, and I will be asking for 100 percent poverty level—federal pov- 
erty level on these individuals. 

Chairman Miller. What do you expect that that is going to cost*^ 

Mr. Duffy. It is hard to say. I really do not know. There have 
been estimates as low as what Mr. Stermer said as $2 million, and 
go as high as $30 million. 

Chairman Miller. What is the discrepancy? 

Mr. Duffy. The discrepancy is the population we do not deal 
with today. So you do not have valid figures or valid figures 
on the numbers of people that will, one, access the service, and 
two, the number that will be *.7ailable, or will be qualified for the 
service. 

Chairman Miller. In other states ve are told that in those popu- 
lations you find people eligible for these services at about the same 
random sampling as you would the difference between 50 and 100 
percent or 70 and 100 percent of the people randomly spread 
throughout these services. 

Mr. Duffy. We believe that probably is consistent. And under 
those circumstances, we are looking at probably $10 million in fed- 
eral money. 

Chairman Miller. Are you talking about 100 percent of poverty 
with the same reimbursement rate as you have today? $450— what 
do you do in the State? $450, or approximately $450 for a normal 
delivery? 

Mr. Duffy. I am talking about coverage up to 100 percent of fed- 
eral poverty level. 
Chairman Miller. But would that be the reimbursement rate? 
Mr. Duffy. 100 percent. 

Chairman Miller. No, that is the population you would cover, but 
is the reimbursement rate you are going to the doctor going to 
remain $450? 

Mr. Duffy. That is correct. At the present time it is $450. 

Chairman Miller. With all due respect ::o your fiscal problems, 
there seems to be unanimous agreement that that reimbursement 
rate is not going to buy you services any longer. 

Mr. Duffy. Mr. Miller, with all due respect, I do not have the 
ability to borrow money from next year, either. I have to use what 
I have available this year. 

Chairman Miller. No, but I asked you 

Mr. Duffy, when you go to the legislature, you can ask to cover 
100 percent of the people at a reimbursement rate that will not get 
you the services, or you can ask that the rate should be lifted to 
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$500 or $550, or I do not know. I am just asking, are you asking for 
both of those? 

Mr. Duffy. That would be the decision of the governor when he 
presents his budget sometime in Februaiy. ^ 

Chairman Miller. Are you recommending that to him? * 

Mr. Duffy. Yes. Mr. Miller, you have to understand something. 
As I said before, I can substantially raise th? rates today. That does 
not suggest that other physicians — in fact, there is information ^ 
that suggests that no new physicians will come into the program. 

Until we get a handle on malpractice here in Illinois, the signifi- 
cant problem it causes with a number of physicians leaving this 
field, you can put a lot more money into the system, but if there is 
nobody there to accept the money, and provide those services, it 
will not cost me a dime quite frankly, because there is nobody 
there to receive it. We need to figure out a way to resolve the mal- 
practice problem, and bring the physicians in and address the 
higher rates at the same time. 

Chairman Miller. I understand that, but by the same token it 
would appear that to do nothing until the malpractice situation is 
settled simply means that we are going to deny this coverage to 
tY i poor people in the State of Illinois. The rich people, the work- 
ing people with insurance plans, they are going to get their premi- 
ums adjusted ten dollars a month, or four dollars a month, or 
whatever it is, $100 a month; and they are going to go on and get the 
service for their wives, lovers, spouses, or whomever, that tecome 
pregnant. 

But poor people are just going to go without this service, and I do 
not think that medical malpractice can be the basis of denying 
poor people sendee in this State. And I am sure it is going on in 
my state. We are wrestling with the same thing in California. I 
mean, is that what you are telling us? 

Mr. Duffy. What I am telling you, Mr. Chairman, is that 

Chairman Miller. That doctors and lawyers are holding poor 
people in the state hostage, is that what you are saying? 

Mr. Duffy. I am not suggesting that doctors are holding poor 
people hostage at all. 

Chairman Miliar. Well, let me suggest it. You are saying that 
until you can come together on medical malpractice insurance, 
it does not make any sense to raise the premiums. You cannot get a 
premium today sufficient to buy the services, so I come back around 
the circle. > 

Mr. Duffy. Until we get a handle on it, I am afraid that is cor- 
rect. I am afraid we are going to have to bring more physicians 
into the program so that there is access to quality health care for 
individuals. By merely raising the rates — and when I use the word ^ 
merely, I am not suggesting that that is a minor issue. It costs a lot 
of money. But by merely raising the rates does not ii. any way sug- 
gest that more physicians will come into the program, thereby of- 
fering access to individuals for this much-needed service. 

And I am not — please do not get me wrong. I am not trying to 
defend a practice that I believ^ to be correct. What I am suggesting 
here is tr3dng to share a problem that all of us have, I think, some 
important solving and especially you, as Members of Congress, can 
assist us who have been not so successful in addressing the mal- 
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practice problem. Perhaps at the federal level you can be of assist- 
ance to us. I certain)/ would seek your assistance to do that. 
Chairman Miller. Mr. Coats? 

Mr. Coats. Jennifer, you seem to have developed a model that 
works. Certainly people, low income women, travel a substantial 
distance, take a quite a bit of time out of their day, at some cost to 
get there, because you offer something that the state system does 
not offer. You described it as attitude of caring, an attitude of 
treating women as individuals. I wish you would describe for us a 
little bit more of how your program came into being, how it is sup- 
ported, and how you think that you might be able to expand what 
you are doing, because it appears that this is something that is 
working. 

Ms. Artis. How our program started. Dr. Eric C. Kast, an inter- 
nal physician downtown, responded to the cutbacks which b^an in 
1982. Dr. Kast had a number of patients who were on Medicare 
and Medicaid who could no longer get services. And Dr. Kast said, 
we cannot do that. We have to continue to see these people, wheth- 
er we get paid or not. So what we did is we just rescheduled our fee 
scale, and some of these patients we did not even charge. 

But then he went a little further. He saw people coming in who 
were literally not eating to pay their doctor bills. So he said, we 
are not doing enough. Let us take medicine to the community. It is 
a dream. He is 72 years old. 

So we went out, and we just asked around, if they wanted a free 
chnic. And it happens that St. Basil's had a number of illegal His- 
panics in the community and no medical care. The pastor there 
was very anxious for us to come into that community and provide 
that care. 

T are staffed by all volunteers. Our physicians come from 
Loyola. Michael Reese, Mt. Sinai, support from Mercy, and some 
from County Hospital. Our staff, we trained community people, to 
run the clinics as coordinators and triage and laboratory techni- 
cians we brought the community people together asking if they 
wanted us to be there, and they said yes. On that yes, we said, then 
vou have to participate in the clinic, in running it. You have to 
learn a task. And so they had to learn the technical measures, to 
count up pills, various things, to be a receptionist, answer phones, 
and what have you. 

We attempted to provide services work, to insure that the patient 
got continuity o^ care. We carried from our private practice into 
the clinic the same oneon-one care. If the patient took an hour, the 
patient took an hour. We attempt to match each physician with 
seven patients an evening, so we do not have a Cook County situa- 
tion where the doctor is overwhelmed. We provide free laboratory, 
free pharmaceuticals. We were able to go out and get a tertiary 
specialist who said, yeah, we can take patients in our office. For 
example, an optometrist will take seven patients per month down- 
town on Michigan Avenue. We have surgeons who will do surgery 
free of charge. I think that most people want to give, and they are 
all part of a system that does not allow them to participate and to 
give and to be compassionate. 

Our patients sometime come in and sit, and I will say, didn't I 
see you last week? But they come back, because of the fact that 
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they know that we are accessible. They are not a number. I know 
them by name. The doctor knows them by name. They can call at 
any time, we have a 24-hour answering service. We are available to 
them, to go into a home, and give a call a^ter hours. We are not 
someone who is going to be impersonally involved. And so that is 
why it works. It works because they know that it is an establish- 
ment who cares. 

We take time during our triage, taking the vitals, to try to in- 
struct them on h ,rpertension and diabetes. We try to speak to the 
young girls abou birth control the dangers, about choices. Those 
are the things that you have to do. But it takes time. You cannot 
expect success on a conveyor belt. It cannot be done. 

And many times it taker a lot longer with one case than with 
another. We are in a community that is high risk cancer. And I 
have to say it. Health education is not for them. They have very 
little in terms of being able to say I can do this for myself If I have 
a diabetic, we have to teach them to inject insulin. But it gives 
them a sense of being part of their medical care. 

We explain the medications to them. What they are for. What 
happens if there are any adverse conditioris. And they are able to 
come back to us and say, hey, this does not work. They are able to 
say, I am not quite sure that is the test I want, or why are the tests 
being given. 

We do not want anyone to walk away feeling that we are just 
dispensing medicine as if it is an industry. We are not an industry. 

Mr. C!oATS. Who pays for the lab work and the blood tests? There 
has to be some costs. There is a tremendous amount of volunteer 
support, but how is that part funded? 

Ms. Artis. My budget last year was $17,000, and we saw over 
8,000 patients. 

Mr. Coats. Just a minute, I v/ant to write that down. 

Ms. Artis. Well, I have to thank the City of Chicago, th y do an 
enormous part of our medical in supplying laboratory *sts and 
supplies. They do the diagnostic,— Through Michael Reese Hospi- 
tal, we have made arrangements that they do therapeutic laborato- 
ry work at a 40 percent discount. Reese gives us all of our x-rays 
free of charge. So our biggest bill are medicines. 

Mr. Coats. Let me ask you this. We have to go back to Washing- 
ton, and p number of the panelists here spoke about we need more 
money fo this, that and so forth. We need to provide an adequate 
level of public assistance. But what we have seen is that often no 
matter how much we provide, we miss out on two of the three es- 
sential elements that Dr. Edwards talked about. Because you said 
there are three problems here. Some of the things that you are get- 
ting at have to do with lifestyle and socioeconomic systems that in- 
stitutionalized programs do not seem to get to. And I think that 
the mistake in making the argument that we need more money for 
this or whatever, is that no matter how much money we provide, 
our facilities provide, if we do not provide those other essential ele- 
ments, or deal with those other essential elements, we are never 
going to really get at the problem. And so, v.hat would you recom- 
mend to us, in terms of injecting those elements that you provide 
^ into institutionalized programs? 
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What would you do? What would you tell us to do? What would 
you do if you were expanding? How would you expand this concept. 

Ms. ARTis. What I would do if I had an opportunity, would be to 
establish smaller community-based clinics. Because people go to 
what is close and what is familiar. And you are trying to get the 
community to participate in their own care. For example, we 
needed a diet for a a diabetic. We contacted a hospital for an ap- 
propriate diet, but in the community, the diet is not going to work. 
Because in that kind of store, they are not going to have fresh 
vegetables and fruit. It is too hard for the person to pay for. And 
that diabetic has always had fatback and greens in his diet, it is 
not relevant. But if you can get a group of community people to- 
gether, they will say, what are we going to do? We have got a die- 
betic, let us work out a diet. 

We should see results. Thejr will invite each other to talk and 
identify health issues that anect them. You have viable programs 
so that they will come together because it is for their health, and 
thCT will want to do it. 

You cannot conouer their fear with I ani the doctor, I am the 
medical specialist. It does not work that way. 

I would establish preventative programs. You would be surprised 
that a mother with a baby with a fever of 103 at 11 shows up at 
our clinic at night. Where has she been all day long? You are going 
to have to educate her as to what she can do to bring that temp 
down. Because she is not going to take the baby to an emergency 
room. Because it is too far. So it is simple. Provide her with other 
mothers. Someone in the small community. 

Now, we are talking basics, and you are talking about money. 
We can get it to thom, but not at the level where it would make a 
Dig difference. 

If you cannot get people involved in taking care of their own 
health, all the money in the world is not going to work, because 
they still are outside of themselves. 

Mr. Coats. Thank you for your response to that question. 

Emma, you said in your testimony that you described a really 
unfortunate experience with your first child. You said, "I am really 
glad I was able to have the baby someplace else''. What did you do 
with the last baby that you did not do with the first four? What 
was available to /Ou? 

Ms. Scott. Well, riy first baby was born in North Carolina. Jack- 
sonville, NC. My husband was in the military at the time, so I had 
the baby cn a military base. My second baby I had at Michaelis 
Hospital. I was on public aid at the time, and I had a private medi- 
cal room— not a private room, but just me and another patient was 
in the room. I had my own bathroom. And that is what I mean by 
having it in a nicer place. 

Mr. Coats. And so this child you were talking about was at a 
time in your life when there was not any 

Ms. Scott. There was no— — 

Mr. Coats. No military assistance or public assistance at that 
time. 

Ms. ScoiT. My life is still that way. And I can understand that 
the Department of Public Aid gave me a medical card to pay my 
medical bills at the Cook County Hospital once my baby was born, 
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but they would not give me a medical card so that I could go to any 
hospital before my baby was born. 
Chairman Miller. Mr. Durbin? 

Mr. Durbin. Director, Duffy, this morning in Springfield we had 
a number of vitnesses and doctors testify, and I might have to tell 
you candidly, but I think they might disagree with your conclusion. 
That the difficulty we face with infant mortality has a lot to do 
with the fewer physicians and providers that are available. I can 
see that the malpractice crisis is putting a crunch on it. Even in 
Springfield, two obstetricians have dropped out of practice. But 
that still leaves us with about 20 to 22 obstetricians in the commu- 
nity. Only seven of them will accept Medicaid patients or unin- 
sured patients. When we asked the doctors for the reasons why 
they would not accept them, malpractice was mentioned, but it was 
mentioned in the general context of their practice. They had to 
raise everyone's charges in order to come up with the compensa- 
tion needed to pay the new higher premiums. 

But they did say, and I think it was very clear, that the level of 
Medicaid reimbursement now coming through our Department of 
Public Aid in Illinois is just too low to compensate them. It is about 
a third of what they charge other patients. I think you addressed 
this in your testimony that you are trying to improve the situation, 
but clearly it still presents a problem. 

The spend down figures, which the Department is appljdng are 
unrealistic. They are falling on people who would make somewhere 
around $1,200 a month gross sialary to spend down about $1,400 
every two or three months, which is impossible, for a family of six, 
which is the example that was given this morning. 

They talked about cross-referrals, where a doctor might, in fact, 
see one of the patients under their care go off to another doctor for 
a cold, w;ule— during the pregnancy, and that would be deducted 
from the amount the> receive from Public Aid. And finally, they 
said that the actual reimbursement that they are receiving from 
the Department of Public Aid just is not making it. 

So while I sympathize with you on your comments about mal- 
practice, I really think one of the bottom lines we heard this dom- 
ing is that until the level of reimburse jent reaches a point where 
Mrs. Scott and others are in the mainstream of care, then they are 
going to keep running into the roadblocks that are being thrown at 
them. 

Mr. Duffy. Mr. Chairman, I cannot sit here and argue with you 
and suggest that $450 is enough to cover a physician's cost at the 
present time, to provide OB or gynecological care at the present 
time. I am not so foolish as to think that anyone is going to believe 
that. 

Some of the issues you raised is with regard to cross-over care. I 

have issued the change in the rule so that it no longer applies 

Mr. Durbin. Good. 

Mr. Duffy. So that if, in fact, an individual who was receiving 
OB care happens to have another medical problem, that problem 
will be paid for separately, rather than part of the OB care. That 
was an old rule that needed to be changed, and I took the appropri- 
ate action to do it. 
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Mr. DuRBiN. Is it true that you compensate for C-sections $75 
over the regular care? 

Mr. Duffy. I know it is something around $75. 

Mr. Durbia; And the ordinary charge is about $500 for a private 
patient? 

Mr. Duffy. $lb 

Mr. DuRBiN. I a.Ti calking about add-on, to the regular delivery? 
That is the testimony that wc got this morning, too. It just seems 
to me that it is unrealistic. The compensation levels are not going 
to attract doctors to bring in mothers who are on welfare or unin- 
sured. There is just no way they are going to be brought in wich 
that level of reimbursement. 

Mr. Duffy. Mr. Durbin, as I said before, I understand that. We 
recognize the responsibilty to increase access, to provide better care 
and better services to the individual. But you have to have the 
available resources to do that. And believe me that is a priority. 
We will work on the priority. 

Mr. DuRBiN. Well, I might add that being a resident of Illinois as 
some of u*, here are, we are very aware that Governor Thompson 
went to the legislature and asked for a tax increase. And I am sure 
if he had been successful, our discussion would be different here 
this afternoon. 

It is very clear to me that that is part of the problem you face 
and will continue to face until it is resolved. It is true, too, that we 
are dealing with a deficit in Washington, one that we are trying to 
pare down, but still is pretty illusive. But when we do things Tike 
enact the optional Medicaid expansion provision in SOBIL\, we 
were willing to pony up half the cost. The Federal Government 
said, we will pay half of it. Come on. State of Illinois, join us. And 
about 24 States have joined us. but the State of Illinois has not. 

Mr. Duffy. Yet. 

Mr. Durbin. Yet. But for you to suggest we have to wait another 
year, when we are living in the state with the highest infant mor- 
tality rate in the northern portion of this Country, that is a little 
unsettling. We are truly going to lose lives while we wait. And I 
thmk that was the testimony of the witnesses here in terms of 
what this costs. The actual cost of inaction is going to be stillborn, 
babies born with diseases and disabilities, which are going to cost 
us for the child's lifetime. 

Mr. Duffy. How do you react to that. Congressman? 

Mr. Durbin. I am waiting. 

Mr. Duffy. Would you like me to say something to the group out 
here, or— frankly the hardest thing is— I agree with you. I cannot 
argue those points. I am not going to attempt to argue those points. 

The bottom line is yes, as Congress has the legislation, I agree. It 
makes absolute sense to get to the very heart of that— two reasons. 
One, it is probably the most humane and most reasonable thing to 
do from the respect of caring about our fellow human beings. But 
from the second perspective of Mr. Stermer and everybody else 
who has testified here today, the obvious costs are going to be sub- 
stantially lower in terms of caring for individuals who are develop- 
mentally disabled, or who have some other problems as a result of 
having no access to health care. And we will move in that direc- 
tion. 
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I just do not have the ability to implement a new program today 
that I have not got the money to fund. The State constitution is not 
allowing me to do that. We sit in Springfield for two or three 
months, and use every available reason and plea to raise additional 
finances for this department, to fund these programs. They cut my 
budget. And the Illinois Senate, by over $300 million in medical 
programs alone for the upcoming year. I will leave this fiscal year 
with over $400 million in medical debt. Delaying pavment? You are 
absolutely right. And it is going to get worse. I do not have the 
ability to go forward with it until such time as they give me the 
resources. I would love to pass it. I wou! ^ love to implement it. But 
when I do, I have got to figure out a way to pay for them. 

And until such time as we can all work as a unit, and say yes, 
and move toward that to resolve these problems, then I am afraid I 
cannot cover these programs 

I am not giving you excuses. I am giving you the reasons I 
cannot do it. 

Mr. DuRBiN. Dr. Edwards, is it correct that Cook County Hospital 
is the only hospital taking nonpaying prenatal patients in the City? 

Dr. Edwards. No, indeed. I mentioned our Partnership in Help 
Program, in which we have signed contracts with a number of hos- 
pitals that relate to our help centers, and these hospitals will, 
indeed, accept patients from us and will attempt to obtain some 
third party payers, and if they are not successful, and we come in 
with their minimum fee and pay that. 

And also, they will accept non-maternal patients who have no 
source of rayment. So we are beginning to improve the system 
through the Partnership program, and v e hope to extend it. And 
we are beginning to place the patients m the neighborhood, as this 
young lady said, is a very key part. 

Mr. DuRBiN. Do these hospitals also take high risk patients? 

Dr. Edwards. No. 

Mr. DuRBiN. Cook County the only hospital that does? 
Dr. Edwards. No. There are boveral others. 
Mr. DuRBiN. Nonpaying patients? 

Dr. Edwards. The high risk patients who were financially 
taken— until this year were financed by the perinatal system fi- 
nanced through the State. And that reimbursement, as I indicate 
in my written testimony, was not sufficient in many instances to 
receive these patients. And so, Cook County receives other pay. The 
bulk of these patients. Some of these patients are, indeed, trans- 
ferred from perinatal centers to Cook County hospital. 

Mr. DuRBiN. Mrs. Scott, did you say that you were classified a 
high-risk pregnancy with one of your children? 

Ms. Scott. Yes. 

Mr. DuRBiN. At Cook County Hospital? 
Ms. Scott. Yes. 

Mr. DuRBiN. Is it your testimony that it took a month? 

Ms. Scott. For my first appointment, yes. 

Mr. DuRBiN. And at what stage of your pregnancy were you? 

Ms. Scott. I would say about eight weeks pregnant when I made 
that appointment. 

Mr. DuRBi! Doctor, do you think that is an acceptable period of 
time to wait? 
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Dr. Edward. I think I said— I said in my testimor j that it cer- 
tainly is not. And we frown very heavily upon that. 

I think here again, and I was at Cook County for a number of 
years, the system is overwhelmed for the physicians and the 
number of patients seeking progress or care. There was an attempt 
to triage those patients so that those who were high-risk did not 
have to wait a month, but I am sure in some instances that could 
have happened. 

Mr. DuRBiN. Thunk you very much, sir. 

Mr. Hastert. fhank you, Mr. Chairman. 

I first ;vant to respond to — make a comment to you — your pro- 
gram, and I hate to pass this off. You said you had— we sit here in 
a chair, and we sit on a Committee, and Mr. Duffy said he asked 
for money, and he said he had a problem, it was tough, because* 
when you talk about money, you say, well, we match this federal 
program and we make it happen, but what do we cut? Do we cut 
out elementary programs or higher education, or sciences of the 
*80's or v#here? It is not a fun business sometimes to make those 
decisions. 

But you are talking about a program— how many people do you 
treat in a year? About 12,000 people? 

Ms. Artis. Yes. We treat about 8,000 people. We have 8,000 pa- 
tients on the rolls. 

Mr. Hastert. At a time. In the sense, right? And you had a 
budget of $17,000? 

Last year. I think we can take a lesson from you to tell you the 
truth. But as for the present, I think the point is that we are talk- 
ing about dollars and increase, and you are talking about an ele- 
ment that is not measured in dollars and cents. And I am not sure 
how we get what we are talking about to what you are talking 
about. It is difficult. And it takes a special type of people. 

Let me just ask you a couple of practical questions, and then we 
will move on. 

We heard this morning that children that are— or mothers who 
are working— an underclass, poverty level, certainly have high 
risks. I think all of this here can prove that out. People, specially 
in the big cities and downstate Illinois, among the Black popula- 
tion, and Hispanic population are even in greater peril or risk. And 
the child'-en that they have certainly in the pro'iess of birth, that 
the risk oi those children— they are underweight, they die, they nre 
going 0 have risks, deformities, that f -e very expensive. 

YOL are willing to volunteer your time. Do you have any insur* 
ance? Do you have any— do you have any protection against some- 
body coming back at you on a legal basis? 

Ms. Artis. Yes. We went to Michael Reese Hospital, legal depart- 
ment, and they said as long as we do not accept any money, we fall 
into the coverage of the Good Samaritan Act— because the patients 
would have to prove that we intended to harm them. And to date, 
we have not had any patients sue in that way. 

Mr. Hastert. That is the relative piece of legislation that is 
passed now. 

Ms. Artis. Right. 

Mr. Hastert. f^uite simply, then. 
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How can you— how can we appeal to more people to do things 
like that— your organization? Is there an incentive that you use for 
these doctors to say, hey, maybe the best way to do this is to give 
some things free and alleviate the problem for everybody. 

Ms. Artis. Most of our doctors cay that the clinic allows them 
the opportunity to practice medicme, whereas in most of the hospi- 
tals they are not allowed to do that. Because the rules are in place, 
Md m some of the rules, you must see a patient in 15 minutes. 
You have to get them out of there. It is a cost containment pro- 
gram. In the HMO, move them through. 

Here, they do not have those constraints, and they have time to 
see who the person is that they are working with. 

Ml. Hastert. Let me throw something out. Maybe I am way off 
base and should not be talking about s jme of these things, but is 
there an incentive that you give people? Do you give tax credits or 
something like that for volunteering time? 

Ms. Artis. Most definitely. You have to understand. We run four 
nights - week, Monday through Thursday. Monday nights have the 
same doctors. Tuesday nights have a different set of doctors, but it 
IS the same doctors every Tuesday night. And I do not have to pick 
up a phone to ask them to come. I do not have to ask the volun- 
teers, if they are coming in. They are there because they want to 
be there. Because they really feel that they are doing something, 
and a tax incentive, or something would certainly help us out. I 
think it would get as more doctors, because we are certainly— we 
need the doctors. 

Mr. Hastert. I appreciate the time, and it is very creative. A 
breath of fresh air, some of the things you are doing. 

Mr. Dufiy, on your testimony, and I want to touch this one more 
time about malpractice insurance, and the support system in the 
State of Illinois and you made a point. I just want to ask you one 
more question en that. 

It seemed from the testimony that we had this morning that we 
give— the doctor receives $1,000 to deliver a baby. We had testimo- 
nies that some doctors in the State of Illinois said that $1,000 and 
that IS all the business before and whatever happens afterward for 
whatever period of time. You arc given the $450 if there are no 
complications. Do you see it that the exp^nse of doctors— it was 
your testimony this morning too, that— do you see the doctors in 
^heir trade that office expenses and insurance costs are $200 to 
$300 per patient, and they have to do a lot more tests, and it is 
more expensive to deliver a baby than it used to be. They do ultra- 
sound, but we did not have ultrasound 15 years ago, as they said. 
They are doing one or two or three. And they give tests for all 
kinds of consolations. They have to do these things to make 
are money making quarterbacks out there who are 
willing to take them to Court. Do you see ways that the system 
could be fixed so that number one, maybe we can hold costs where 
they are, an 1 number two, we do not have to have doctors over- 
pi actice medicine? 

Mr. Duffy. Well, Mr. Hastert, I think that probably what they 
were referring to— and I was not there, and f apologize, but the 
problem— probably what they were referring to was the issue of 
physicip-s attempting to overcompensate for the number of suits 
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that they get themselves involved in on an annual basis as a result 
of allegations of malpractice. And what their attorneys have told 
them to do, outside of the bounds of good medical practice, al- 
though it is not bad medical practice, but outside the bounds is to 
go beyond what one would typically consider to be good care in 
order to protect yourself through that pregnancy, or through that 
delivery of care, so that you can establish a defense at the end in 
case there is a malpractice claim. 

In other words, you spend a lot more money throughout that 
care because you are attempting to provide some sort of a defense 
for yourself at the end. 

Cferlainly, it would be much less costly for physicians if they did 
not have to do those things. In situations where it is a high risk 
pregnancy, it makes absolute sense to do those things. In fact, of- 
tentinies go beyond those things. 

I think the key her** is for some reason we have gotten beyond 
what the doctor is there for. I mean, look at the number of mal- 
practice claims that are filed annually. There are frivolous mal- 

f practice claims that are filed annually. Each time one of those is 
iled, it costs that physician enormous amounts of money, both to 
defend him or herself, as well as in their malpractice rate because 
of the number of claims they have against themselves. It is a 
system that is cyclical and eats upon itself, and frankly, until such 
time as we get a handle on it, even if I were to raise the rates, I 
will take you down to areas in Southern Illinois, Congressman, 
where not one more physician is going t'^ pnter into the program. 

The basis behind the Medicaid program, and if you were in Con- 
gresp b'^ck when it was passed, and I believe you were, at least 
pieces of it were passed, was to provide access to the mainstream 
health care system for the indigent. Those that qualified under the 
Medicaid program. Not to create Medicaid physicians, but to give 
those indiviJuals opportunities to go in— to go to the same physi- 
cians that those with third-party coverage and their own coverage 
provided. 

In Southern Illinois, specifically, down in the area of Congrt 5S- 
man Durbin, where you do not have such a high concentration of 
population, physicians cannot afford to be public-aid only phvsi- 
cians like we have here in Chicago. When they drop out of "the 
svstem, th'^y do not just drop Medicaid, they drop entirely out of 
the system and go to Indiana, where the rates are probably one- 
ourrter to one-fifth what they are here in Illinois, where in some 
other state where it is much easier to practice. 

It is a serious problem. A very serious problem. We have raised 
our physician rates, believe it or not, to che $450 level in the past 4 
or 5 years. It has actually mirrored inflation in Illinois. We did not 
come in and establish this problem. We have inherited it. I mean, 
every year we have put more money into the system, with the ex- 
clusion of this year, of course, since we did not get the revenue. But 
until such time as we get a handle on both, we are not going to 
resolve this problem. 

Mr. Hastert. Thank you. 

Mr. Stermer, it is gcdd to see you again. I do not know how many 
y^^ars it has been. And I know you are trying to put together- a 
number of solutions to the problems. First of all, let me ask you a 
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question. You are in the Voice of the Children. Do you see a reality 
in terms of the bureaucracy and public aid, and the system and all 
the problems, and the solution to the problems that Ms. Artis was 
talking about — do you see any real ground? Do you see any way we 
can get from A to B; is it possible? 

Mr. SrERMER. I think that we need to address the many problems 
that Director Duffy alludes to. Jne of the things that I think that 
Congress is grappling with is the possibility of completely decou- 
pling welfare from medical services so that we can get away from 
what Ms. Artis is talking about. People go in and are deluged with 
paperwork because we have to really go after the income guide- 
lines, whether we are in 100 percent of poverty or the current 133 
percent of AFDC that we do. 

I think we need to just say that pregnancy is something that we 
care so much about that we are going to provide public financing 
for pregnancy-related services. That does not completely address 
the middle ground but I think that is one thing that we have got to 
get to, because I think that there certainly is the administrative 
costs of a lot of the red tape prGj}lem. 

Congress, I think, has grappled with whether a pregnancy per se 
ought to be a category for medical services. And I think both Con- 
gress and state legislatures ought to think about that, because of 
.he outlying costs of not doing that. 

But is there a middle ground? I think Director Duffy talks about 
not just how we treat people, as Ms. Artis talks about, but how we 
treat providers, and I do think that the questions of malpractice 
have to be addressed along with the reimbursement and along with 
the eligibility for people. I think all three of those things are im- 
portant. 

Mr. Hastert. Thank you. Thank you, Mr. Chairman. 
Chairman Miller. Mr. Hayes. 

Mr. Hayes. Thank you, Mr. Chairman. I will be very, very brief. 
I recognize the time c i strain ts that you are operating under, and 
I am sorrj' to be barging in here. I want to say to Ms. Jennifer that 
you raise a dimension that I think is really a factor that we have 
to consider. We are dealing with human beings, both the mother 
and the child here. If you recognize that, I think this is a big step 
in the right direction. And Dr. Edwards, I know you know that. 

I think we have to first approach it from the point of view that 
this is an issue that is non-Part iain. 

When you talk about Parents Too Soon, as you do in your b^ate- 
ment, Mr. Duffy, this is one cf the major contributing factors to the 
whoI<» issue of drop-outs that we are trying to deal with when we 
talk about the issue of education. Young mothers are dropping out 
of school because they become pregnant. I hope we can get the leg- 
islation, and I hope we can get the kind of support we need to get 
it passed tc aeal with this problem. The high-risk students who 
drop out of school because they become pregnant, try to get them 
back in once the baby is born. But then there becomes a problem of 
how you care for that baby—that child. 

The State of Illinois has committed to spend, in your statement, 
$13.5 million during the fiscal year of 1988 for this Parents Too 
Soon program which makes it one of the most generously support- 
ed program? of its kind in the Country. Now, if you could just brief- 
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ly tell me what is the method of distribution of those funds? Hew 
might I expect to get some of ;:his in my area, the first Congression- 
al District, which is predominantly Black. This is where we have a 
great problem on the question of parents too soon. You know. Teen- 
age pregnancy. How is this mciey going to be distributed? How is 
Chicago going to make sure it gets its share? 

Mr. Duffy. Do you want me to respond to that? 

Mr. Hayes. Please, if you will. 

Mr. Duffy. For the most part, most of the money tliat we spend 
on the Parents Too Soon program is done with the partnership of 
the City of Chicago, in which we take their needs, and try to identi- 
fy community agencies that are most involved with preventive 
effort toward stopping kids from having kids. I cannot tell you the 
exact location of these programs, although we do have — for exam- 
ple, in two of the high schools, we have clinics which we made a 
clause to come under some controversy recently, that are part of 
that program that are working toward the reduction of kids having 
kids, along with the community and under their guidance. 

I would be more than happy to provide you with a list of the fa- 
cilities—the organizations in your area that are presently a part of 
the partnership of Parents Too Soon. 

Mr. Hayes. Dr. Edwards, you mentioned the fact that Chicago, 
all we have got to do is ask. Do I see you first? 

Dr. Edwards. No. Not the Department of Health. No. We cooper- 
ate in that program, but we do not lead in it. 

Mr. Hayes. You may need to supply me with that list of loca- 
tions. 

Mr. Duffy. I would be happy to — again, I need to state that we 
do not fund the City to do it. We work along with the City to iden- 
tify community organizations. We would rather spend money on 
the programs, Mr. Hayes, than put it in the governmental agency, 
and the city is working along with us to choose the right organiza- 
tions to help deliver that program. 

Mr. Hayes. A lot of these funds usually get lost in administrative 
costs, you know, rather than programmatic costs. 

Mr. Duffy. We are very pleased with our relatio .ship with the 
City and how they administer dollars as they were to go through 
the City. This is one of those programs that do not go through the 
City, although we do, as I said, work with them in a partnership — a 
cooperative partnership to ensure the organizations that we do fi- 
nance or fund are providing the necessary services- 
Mr. Hayes. Thank you, Mr. Chairman. 

Chairman Miller. Thank you. Thank you very much for your 
testimony this afternoon, and the help you have provided the Com- 
mittee. We appreciate it. 

The next panel that the Committee will hear from will be made 
up of Gertrude Washington, who is Project Director of the Austin 
Infant Mortality Network; Maria Brown, the Chief Resident/ Fellow 
of Cook County Hospital; William Weigel, who is an ostetrician; 
Eugene Perkins, who is a Social Services Director in Chicago; and 
Carmen Velasquez, who is a Board Member of Project Alivio in 
Chicago. 

We will include your written statements in the record in their 
entirety- You may proceed in the manner in which you are the 
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most comfortable. I am informed that we are going to have to vacate 
this facility m about 45 minutes, and so the extent to which you can 
summarize your statement, we will appreciate it 
So, Ms. Washington, we will start with you. 

STATEMENT OF GERTRUDE WASHINGTON, PROJECF DIRECTOR, 
AUSTIN INFANT MORTALITY NETWORK; CONVENOR. CHICAGO 
COUNCIL ON THE INFANT MORTALITY REDUCTION INITIATIVE, 
CHICAGO, IL 

Ms. Washington. Thank you. Congressman. I am more than 
glad to be here, and I am also glad of your agreement not to go 
over my written statement. Because as I sat through I started 
changing my statement, and I recognize that even though much of 
this Nation is getting there, it talks about the ten networking 
agencies that are here, and whom I represent, one of the things 
that we need to make sure is acknowledged and understand is that 
much of what Jennifer Artis' has spoken of, we are part of the 
community resources, and we address and identify and work with 
community people. 

We recognize that community people know what they are talking 
about, but they do not always have the answers. And even some- 
times when they have the answers, they do not have the funding. 
And through the community networks, much of our efforts in the 
first year have been focused on making sure that we put a bridge 
between the social services or the health services, and how to get 
people to access those services. 

Our uniqueness is we have, over the year, found out that we do 
not know all that we need to know about who is receiving what 
funding where. And many times agencies that are federally funded, 
state funded, some of the different agencies do not acknowledge or 
recognize us, meaning the Infant Mortality Networks as being a 
viable network of services whom they need to utilize. 

We have, through each of our networks, resources. C!ommunity 
hospitcJs, community social services agencies, community pools, 
comniunity employment training programs which we have been 
working witi^ to begin to recognize if there is a problem how they 
can come through our system and make sure the client receives all 
the services they need. 

Because there has not been a clear linkage in the city and us in 
the local community, we continue to battle. But I think we have 
made great strides. I heard earlier the statement and discussion 
around physicians in the City of Chicago and the State of Illinois, 
and who was providing what services. 

I would like to state that we have found, and particularly, I want 
to say that I have found in our communities that we are having 
problems with doctors who are not on hospitfJ— they do not have 
hospital privileges. And therefore, our clients go to those physi- 
cians, they see them, they think that they are accessing quality 
health care throughout their pregnancy only to find out at delivery 
as they go to the emergency room that there is no doctor there to 
attend to them. 
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What happens is that we then receive information on the prob- 
lems taat are incurred through the hospital themselves. And in my 
paiticular community, in Austin, there is no High Risk Hospital. 
St. Annes is the only hospital that is really acc^ible. Austin is 
four miles long. Much like many of the other communities— the 19 
other community areas, the large vast community populations that 
do not have high risk hospitals to provide services for those clients. 
As a result of that, those clients then end up being discharged from 
the hospital and getting back into the system after they have deliv- 
ered, and after they have encountered a number of problems. I do 
not know yet all of the answers. We do, naturally have recommen- 
dations in terms of what we think should happen. 

And one of the things is that we think we need to get a handle 
on v\iO IS providing what kind of OB, obstetrician services to the 
clients withm any community area. We also need to have some 
way of being able to say that those doctors are not able to just uti- 
lize all of their patients, medical payments up during their time 
period and then we reimburse at the rate that is best. Rather than 
the rate is too high or too low, we now have people that are just 
basically abusing the services out there for the hospitals to the 
physicians. 

Other than that, I think that wo have identified through the net- 
works themselves, we have some continuing problems that we per- 
ceive as needs. And one is funding. And we all know that funding 
is important for any program to operate. Unfortunately, unlike Ms. 
Aitis program, we do not have total volunteers. All of our agencies 
that work with the programs are volunteering a percentage of 
their time because we are not able to reimburse them at a rate 
that they would normally be reimbursed at. But we need to make 
sure that the funding level is kept at such so that there is an ongo- 
ing quality assurance .round case management of those clients 
that have been identified, and providing them with the health serv- 
ices as well as the social services that they need. 

We also recognize that there needs to be a development of strate- 
gies to address the socioeconomic barriers that impact infant mor- 
taliU and infant morbidity. Not only are we finding that there is a 
need for regular health care, but how do we as a community net- 
work address the issues of housing? How do we address the issues 
of unemployment? Because we recognize that many times the level 
ot the clients that we are working with are not high school gradu- 
ates, but they need some kind of assur^nces, some kind of mecha- 
nism that will ensure them that they will be able to raise the level 
0*^ their lives for their children. 

And I do not think that any of the cliente that we see want their 
children not to do better than they have done. I am asking that 
this Committee look not only at this report that wa have submit- 
ted, but as you go back to Washington, call us sometimes. We do 
not mind gmng you input in terms of what is happening in our 
community. And I agree, you need the humanistic point of what is 
happening out there as the service providers, not the bureaucratic 
parts of it. But we, as service providers, we work with the politi- 
cians. 

We work with the community people, we work with the physi- 
cians, and the hospitals, and so therefore we need to know tha; you 
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are willing to call and give us some feedback when we write those 
, mions. 
Thank you. 

[Prepared statement of Gertrude Washington follows:] 
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Prepared Statement of Glrtrude Washington, Project Director, Austin 
Infant Mortauty Network; Convenor, Chicago Council on the Infant Mor- 
tauty Reduction Initiative, Chicago, IL 

Good aitanioon. My- name is Gertrude Washington. I am the Project 
T'lreccor of the Austin Infant Mortality Network, Habilitative Systems, 
Inc., 4953 W. Madison, Chicago. I am submitting this testimony today 
as the Convenor of the Council on IMRI which consists of Project 
Directors and Advisory Board Chairpersons from the Chicago Families 
Vith a Ptauie furded projects. 

There are ten families with a Future projects in Chicago: Englewood 
f^aJity of Life Network; North Lawndale Network; East Garfield 
Xetwork; Austin Infant Mortality Network (AIM'N); Family Life 
Organization; Southside Infant Health Network; Humboldt Park; Westside 
Futures; West Garfield Network; and Visions for Life Network. The 
Lead agency for these network is the Chicago Department of Health. 

The infant fliortality rate in these comnunities in 1985 was 22.0 deaths 
ptr 1,000 live births, 33% higher than the infant mortality rate for 
all Chicago's residents. These cooinunities accounted for half the 
infant deaths in Chicago in 1984, even thougji they represent only 19 
of the 77 l25X) of the comnunities in the City. Infant deaths totaled 
434 in these 19 connunities in 1985 out of 896 deaths in all of 
Chicago. 

Between 1982 and the close of 1984, Chicago s infant mortality rate 
declined at a race twice as fast as the nation and 30 percent better 
thai the State of Illinois. The rate in 1984 reached an all-time low 
of 16.4. This means that in Chicago we now are saving three more 
babies a week than we did in 1982. 1\\e new rate, established in 1985, 
is 16.5 deaths for every 1,000 births, suggesting a leveling off in 
the decline. 

the rate for blacks (22.4) is about twice that for whites (11.3). 
Data suggests that the high incidence of low birthweight babies (under 
5 pounds) among blacks is responsible for this difference. Al chough 
only 10.1% of all babies bom to Chicago residents were of low 
birthweight in 1985, this group accounted for almost 70X of all infanr 
deaths. In 1985, tlie risk of low birrhweight among blacks (14.4) was 
more than two times greater than among %rhites (6.1). 

Data indicates that five Illinois cities now have higher infant 
mortality rates than Chicago: Chicago Heights, East St. Louis, 
Harvey, Kankakee and Waiikegan. The overall state rate for 1985 wass 
11.6. Since the mid-sixties, Chicago has held the unfortunate dis- 
tinction of having one of the highest infant mortality rates in the 
nation. Using 1984 data, Chicago's rate is over 50% higher than the 
national rate of 10.6. Its rate of 16.4 compares as follows: 
Uashington, D.C., 21.2; Detroit, 20.8; Atlanta, 19.3; and Clevland, 
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'\ir thj paf^t \ecir liie ciho\c nctuarks have Je\elor)ed ronniini t\ -based 
' 1 1-.S uhic": pro\ I ie ca^e fipJiiv% ca^^o man.i'^enetic <=-ir^i.t'*; f '^'i*?irv; 
Inrtii^er-I t -^r-?\L'ht lull. Efforts focused on rnoit L\Tj\itK>n,' 
liferrcls t'.* it^pi ' :v, :3'-t' re'-'-njrces , beallh care mom roi :ns', ^r:^cl•^nf' 

- - f^li )U-ur. Mmo 1 1 11*50 .ina off<;rt duriiv^ VW-^T uas -it <:,^\o\- 
'\v\ tne neluorks" 5,tructured components and on devjUpm,^ lelalion- 

- ..ps **it.h subC'inttv^ctors, Cofnmiuntv Netvork 0/^>rdin.Uin,^ Oniti s an-l 
?I\^^cr^ bOdiMS. ?>2cz\ise of the uniqueness of ihe LornnMiU tv -.c-.vork 
.\^.nc'rpts, Drr-cedure^ and divisions of responiibility/lK-^bilitv had t-o 
be addressed and de\ eloped. The networks would like lo state that 
njch progress has boen made n developing a workable strjcture. 

T-.e concerns A the *>et*ork Council are as follows 

• Ccntmued funding at a level co insure ongoing case n^dnagenent and 
p.^.filth serv .(183 for all networks. 

• Implement a tion of oolicies to insure pa ent care f'jndjng and 
provisions for services from state, r and local agencies 
receiving infant mortality funding. 

• Ihe development of a strategy and procedures to address the socio- 
economic barriers vnich impact infant mortality and trarbjdity. 
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Chairman Miller. Thank you. Dr. Brown. 

STATEMENT OF MARIA I. BROWN, D.O., CHIEF RESIDENT, 
FELLOW; DEPARTMENT OF FAMILY PRACTICE, COOK COUNTY 
HOSPITAL, CHICAGO, IL 

Dr. Brown. Good afternoon. First, let me tell you that I epeak 
today of my personal experiences. I am not authorized to be a rep- 
resentative of Cook County Hospital. 

Let me then tell you a little about who I am. I was born to unin- 
sured parents in the City of Chicago at a time when $200 covered 
the cost of prenatal care and a private hospital allowed my mother 
to be admitted. 

Today, I am a Board-certified family physician at Cook County 
Hospital, where I also completed my residency. As a comprehensive 
provid r of health care services, I often encounter pregnant pa- 
tients. My patients are the urban poor. Many are young and do not 
receive prenatal care until late in their pregnancy. They are at 
high risk for having low birthweight infants, just by nature of their 
socioeconomic status. 

Let me tell you about three of my patients who are typical of the 
pregnant women I care for. Their names are changed, but their sto- 
ries contain the essence of what the needs are here in Cook 
County. 

Mary was a 14-year-old who first appeared in my clinic on a busy 
afternoon, in her 28th week of pregnancy. She had received no 
medical care, and was terrified to tell her family about her condi- 
tion. Later she told us a family member was the father of her 
child She was withdrawn and frightened beyond words. In a very 
limited time available, I began her prenatal work-up. She vanished 
for seven weeks, during which time I phoned her home over a 
dozen times, often speaking to a variety of angry family members. 

When she did return to the clinic, she spoke haltingly with a 
very overworked health educator and me about her history of phys- 
ical and sexual abuse. Through the untiring efforts, and I do mean 
untiring, she worked well beyond the 9 to 5 day, weekends, person- 
al time, our health educator in the Department of Health and 
Family Services, she was placed in the home of an aunt and en- 
rolled for counseling for both abuse and teen parenthood. She de- 
livered her infant and completed the eighth grade. 

Mary is a success, and I think £.he will continue to be, but she 
needs ongoing, accessible care from trustr^d providers. I think of 
her often, and I wonder how many young iadies just like her are 
falling through the cracks of an overloaded system. She is not 
unique, either in terms of her need or her courage. 

Sue was a mildly retarded mother of three, each of whom was 
born 11 months apart. She can neither read nor write, but this is 
not immediately apparent to the observer as she is quite socially 
skilled. Her eldest two children were sporadically attending my 
clinic when she discovered she was pregnant again. Her husband is 
employed as a fast-food worker, and they have no insurance. 

Sue has a history of premature deliveries in the past, and at the 
time of her last delivery, she did not tell anybody she was having 
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contractions, although she was on the ward, hospitalized for pre- 
eclampsia» until the delivery was imminent 

During her pregnancy, a truly herculean effort was undertaken 
by our clerical staff to ensure that if she did appear in clinic, she 
would be seen by someone even if she could not elucidate what her 
needs were or why she was there. Her pregnancy was quite stormy. 
It was complicated by premature labor, poor weight gain, and infec- 
tion. 

Beth is a 27-year-old woman who travels one hour or more on 
public transportation to receive free care in my clinic. She works 
full-time as a waitress, and has no medical insurance and does not 
qualify for public aid. 

She worked up until the day of her delivery, at which time she 
took two buses and a subway, during rush hour, to Cook County 
Hospital. During her pregnancy, she had a difficult time with her 
employer, as he objected to the amount of time she needed to spend 
coming to ai^d waiting all day in my clinic. This frequently resulted 
in mi^ed appointments. 

Four weeks after the delivery of her infant, she was again work- 
ing full time to support her young son, for whom she has many as- 
pirations. 

Gentlemen, thank you for your attention to ^ny testimony. I am 
just one physician in a huge system, and there are thousands of 
stories. The need is great. The resouices are sparL^. Let us not 
blame the victims for this, but let us work together to improve life 
at its start for all our citizens. 

[Prepared statement of Maria Brown, D.O., follows:] 
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Prepared Statement of Maria I Brown, D O , Chief Resident/Fellow; 
Department of Family Practice, Cook County Hospital, Chicago, IL 



Good afternoon, ladles and gentlemen. Let me tell you a 
little about \tho I a«. I was born to uninsured parents in 
Chicago at a time when $200.00 covered the cost of prenatal 
care and a private hospital allowed my mother to be admitted 
without insurance. 

Today, 1 am a board certified Family Physician at Cook 
County Hospital, where I also completed my residency. As a 
comprehensive provider of health care services , I often 
encounter pregnant patients. My patients are the urban poor. 
Hany are young and do not receive prenat&l care until late in 
pregnancy. As I'm sure you know, they 'ire at high risk for 
having low birth weight infants, just by nature of their 
socioeconomic status. 

Let me tell you about three of my patients who a^e typical 
of the pregnant women I care for. All the names have been 
changed. I feel their stores contain the essence of what the 
needs are here in Cook County. 
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"Mary" is a 14 year old who first appeared in my clinic one 
busy afCerncjn in her 28th week of pregnancy. She had received 
no medical care, and was terrified to tell her famiXv about her 
pregnancy. Later, sne told us a family member was the father 
of her child. "Mary" was withdrawn and frightened beyond 
words. In the limited time available I began her prenatal 
workup. She then vanished for seven weeks, during vtiich time I 
phoned her home over a dozen times, often speaking to a variety 
of angry family members. When she returnd to the clinic, she 
spoke haltingly with our overworked health educator End me 
about her history of physical and sexual abuse. Through the 
untiring effort of our health educator and i he L^^partnent of 
Children and Family Services, she was placed in the hone of an 
aunt and enrolled in counseling for both abuse and teen 
parenthood . 

"Mary" is a success but she needs ongoipg, accessible care 
from trusted providers. I think of her often and wonder how 
many young ladies like her are falling through the cracks of an 
overloaded system. She is not unique either in terms of her 
courage or her need. 

"Sue" is a mil"'" ' retarded aiother of three, e^ch of which 
was born 11 months apart. She can neither read nor vrite, 
although she is socially quite skilled, and it is often not 
immediately apparent how disabled she is to the observer. Her 
eldest two children vere sporadically attending my clinic when 
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she discovered she was pregnant. Her husband Is employed as a 
fast food worker, and they have no Insurance, "Sue" has a 
history of premature deliveries In the past, and at the time of 
a^r last delivery, didn't tell anybody she was having 
contractions (although she was on the ward; hosplt/'Mzed for 
preeclampsia!) until delivery was Imminent. A truly Herculean 
effort was undertaken by the clerical staff to ensure that If 
she appeared In clinic, she would '^e seen even If she was 
confused about why she was there. Her pregnancy was stormy, 
complicated by premature labor, poor weight gain, and 
Infection. However, she did make It to term and dellverea her 
baby. Ihe Department of Children and Family Services has also 
been Involved In providing ongoing home support . 

"Beth" Is a 27 year old woman who travels one hour on 
public transportation to receive free care at my clinic. She 
vorks full time as a waitress, and has no medical Insurance and 
does not qualify for public aid. She worked up until the day 
of her d'^llvery, at which time she took two buses and a subway 
ufalle In labor to Cook County Ho>oltal. During her pregnancy 
she had a difficult time with her employer as he objected to 
the amount of time she needed fo spend coming to and waiting in 
my clinic, which frequently resul;;e; in missed appointments. 
Four weeks after the delivery of her infant she was working 
again full time to support her young son, for whom she has i^any 
MMp^ rations . 
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Thank you for your •ttentlon to ay te«tl«ony. I Ju«t 
one physlcUn in • huge eyetea. There ere thoueende of 
■tcriee. The need 1« great, and the reaourcea are aparae. 1 
us work together to Improve life at Ita atart for all our 
cltlsena . 
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Chairman Miller. Thank you. Pr. Weigel. 

STATEMENT OF WILLIAM J. ♦.cIIGEL. M.D.. OBSTETRICIAN, 

AURORA, ^L 

Dr Weigel. My name is Dr. Weigel. I am an obstetrician, and 
thank you for asking me here. 

I am a country doctor, basically. I am not from Chicago, although 
I was raised in the suburbs of Chicago. I practiced in the towii of 
Auro-a, about 40 miles west of here, for the past 37 years. 

I am concerned— I am a Board-Certified Obstetrician, and I am 
conceri'\Hi about the general mortality, both in the State and my 
county, which happens to be the second highest, outside of Cook 
County and Chicago. I am concerned because our patients are un- 
derserved. We do have a prenatal clinic, run by the visiting nurses, 
run by an adequate well-trained doctor who, howeve; , has been so 
busy she can no longer do it. 

I think you have to realize when we talk about the malpractice 
crisis that there is a crisis. And this is one of the reasons that most 
obstetricians refuse, or will not care for public aid people that are 
uninsured. 

When I opened my office in 1950, my malpractice insurance was 
$35 a year. In 1971, Medicaid paid about $225 for a normal deliv- 
ery. My malpractice insurance then was $4,000 a year. If I were 
practicing now, and I am retired, it would cost me $45,000 a year to 
have the minimum for staff appointment, because most hospitals 
demand staff appointment, adequate malpr 'ctice insurance as a 
part of the staff. 

Most obstetricians will, to further protect themselves, take $3 
million to $6 million, at a cost of over $100,000 a year. Most obste- 
tricians Ml me that the state reimburses them around $300. I was 
happy : ear that it is $450. That kind of cuts it down, because in 
order fo' him to collect this and pay the minimum malpractice in- 
surance, he would have to deliver 100 Medicaid patients per year. 
And as you can see very readily, that that does not— there is no 
take-home pay or office expense. 

However, every problem has a solution. And we, at least, ixi the 
hmterlands have decided that we are concerned. The obstetricians 
m my area are concerned about it and thev have decided to do 
something about it. Through the efforts of the Illinois Public 
Health and our Health Department, we were able to get a grant of 
$265,000, from the State, to be matched by the County, for prenatal 
care from private physicians. What we are doing in the County is 
we are given an additional monetary award as a bonus to cover 
just the costs of what malpractice would cost them, and it is offi- 
cially called their ParticipaMng Achievement Award. Our obstetri- 
cians are running the prDgram through the local medical society. 
Thev are enthused about the program. Twenty-nine of them al- 
ready signed up. We only had about 33 or 34 in the whole county. 
General practitioners in my area, family physicipns will not deliver 
babies because their malpractice insurance is so high, just to do ob- 
stetric ^rvices it is not worth it to them, plus all the stress. 

These patients will be seen by the private obstetrician in his 
office. They will no longer be treated as second-class citizens. Every 
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woman is entitled to adequate prenatal care. Every woman is enti- 
tled to have a good, normal baby. And unless !iey get adequate 
prenatal care, which is the most important part of obstetrics, they 
are going to have these babies who are underweight, and who may 
have difficulties, and may have to be transferred to intensive care 
centers. 

I am aware of the costs. My grandson, two years ago, was born 
with several defects, which fortunately were correctable, and I am 
indeed in gratitude to Children's Memorial. He has had six oper- 
ations here, and they ha\ ^ dene a wonderful job. But I know what 
the cost would have be^ \{ they did not have insurance. Some- 
where around $100,000. And this is what we are talking about. 

The most important facet of car program is that it is being run 
locally by the local health department through a medical society 
for the local obstetricians. These patients are going to be treated as 
private patients. And they are not going to have to wait three or 
four weeks before seeing a docu)r. Nor are they going to have to 
worry about having to go to some high risk clinic, because they are 
going to be taken care of just as well as a patient who has insur- 
ance and is paying the bill right. 

If you realize that because of the amount put out for malpractice, 
the patients have been subsidizing— the private patient is subsidiz- 
ing the Medicaid patie its in the doctor's office. And it is not fair, 
because they are also taxpayers. 

You know, we, as a Country, subsidize the tobacco farmers for 
billions of dollars on a product that causes thousands of deaths a 
year, and God knows how many billions of dollars in health care 
services, and we do not bother to subsidize a program that saves 
lives. 

At least we feel in our county the underserved are going tc have 
a decent chance to get good prenatal care. We will know and we 
will be able to keep statistics within the next year or two to see 
how the program works. 

W? have to be very careful because it is going to be through the 
County. It is going to cost our taxpayers in the County, and it was 
th. niatching ^unds was overwhelming the County a bit. It is going 
to cost the ta..payers whose house is valued at $50,000 exactly the 
cost of 2 packs of cigarettes a day, and if it is in 6 figures, it may 
cost them the cost of five packs of cigarettes a day. I think that is 
awful cheap to save a life. What do you put value on one human 
life? 

I am not involved in the program. I am retired. I have never 
been sued for malpractice, because I thought I gave my patients 
adequate medical care. And I think the fact that I was never sued 
proved it. I took time. And as long as a private physician takes 
time, hf doesn't have to worry about malpractice. 

I am glac that somebody cares to help these unaerserved, and I 
am very pleased and proud that I lived long pnough to see my area 
do something about a problem without having to go and ask for a 



ERIC 



87 



83 

handout from the Federal Government, without havin^, all the regu- 
lations put out by the Federal Grovernment, the regulations put out 
by the state, and do it locally, by local people, who know the prob- 
lem, and are concerned and moved to do something about it. Thank 
you. 

[Prepared statement of William J. Weigel, M.D., follows:] 
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Prepared Statement of William J Weigel, M.D , Obstetrician. Aurora, IL 

MY NAME IS WILLIAM J. WEIQEL M.D. . I AM A LICENSED PHYSICIAN IN 
•^'HS STATE OF ILLINOIS. I GRADUATED FROM LOYOLA UNIVERSITY SCHOOL 
Or MEDICINE IN APRIL 1943. I SERVED IN THE ARMY OF THE UNITED 
STATES IN WORLD WAR II FROM JANUARY 1944 TO AUGUST 1946, SERVING 
OVERSEAS IN THE EUROPEAN THEATER OF OPERATIONS. I BEGAN MY POST • 
GRADUATE TRAINING IN OCTOBER 1946 IN OBSTETRICS AND GYNECOLOGY 
UNDER THE LOYOLA UNIVERSITY CLINICS AND SERVED AT ST. ANNE'S 
HOSPITAL, LEWIS MEMORIAL HOSPITAL AND MERCY HOSPITRAL IN CHICAGO. 
I FINISHED MY GRADUATE TRAINING ON DECEMBER 31, 1849 AND BEGAN MY 
PRACTICE OF OBSTETRICS AND GYNECOLOGY IN AURORA, ILLINOIS ON 
FEBRUARY 1, 1950. I WAS Ci:.RTIFIED BY THE AMERICAN BOARD OF 
OBSTETRICS AND GYNECOlXXJY IN MAY 1953. I RETIRED FROM ACTIVE 
PRACTICE ON . .CEMBER 31, 1986. I AM CONCERNED ABO'JT THE INFANT 
MORTALITY AND MORBIDITY IN MY COUNTY AND MY STATE. ILLINOIS, IS 
46TH OUT OF 50 IN INFANT MORTALITY AND MY COUNTY. KANE, HAS THE 
SECOND HIGHEST INFANT MORTALITY, ONLY EXCEEDED BY COOK COUNT 
XNCLUDIHU CHICAGO. 

IN MY TRAINING AND IN MY EXPERIENCE, THE MOST IMPORTANT PART OF 
OBSTETRICS IS PRENATAL CARE. IT IS MY EXPERT OPINION THAT THE 
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REASON FOR SUCH A HIGH INFANT MORTALITY IS DUE TO LACK OF 
PRENATAL CAilE FOR THE UNDERSERVED THE UNLiRSERVED INCLUDE THE 
MINORITIES AND THE ADOLESCENT BOTH GROUPS HAVE THE HIGHEST INFANT 
MORTALITY BECAUSE OF IN^DEQUATE PRENATAL CARE. THE UNDERSERVED 
CANNOT AFFORD PRIVATE CARE TKEY HAVE TO ATTEND PRENATAL CLINICS 
SERVED BY THE BOARDS OF HEALTH OR IN THE CASE IN OUK COUNTY, BY 
THE VISITING NURSES ASSOCIAT ON. THE COMPETENCE OF THE 
PHYSICIANS IN SUCH CLINICS li QUESTIONABLE THERE IS NO PERSONAL 
DOCTOR-PATIENT RELATIONSHIP IN THIS TYPE OF CARE. IN THIS 
SITUATION. HHO K A PREGNANT NOMAN TO CALL IF SHE STARTS TO 
EXHIBIT POSSIBLE COIIPLICATION AT ANY TIME DURING HER PREGNANCY. 
SHE USUALLY ENDS UP IN THE EMERGENCY ROOM OF THE HOSPITAL AND BY 
THAT TIME IT IS TOO LATE FOR ANY PREVENTATIVE MEASURES. THE 
RESULTS ARE PREMATURE, UIOERMEIGHT INFANTS, MHO MAY SURVIVE FOR 
A MHILE IN A AN INFANT CRITICAL CARS UNIT BUT MAY DIE EVEN WITH 
ALL OF THE MODERN INTENSIVE CARE MEASURES THAT ARE TAKEN IF THE 
INFANT SURVIVES. THE COST OF SUCH HOSPITALIZATION IS ENORMOUS 
THIS I CAN ATTEST TO PERSONALLY AS ONE OF MY GRANDnilLDREN HAS 
BORN HITH CORRECTABLE DEFECTS AND HAS GONE THROUGH SIX 
MOSPiTALIZAliOHL .-OR TKEIR CORkECIiuh. 

*HE ADOLESCENTS HAVE ADDED PROBLEMS AND ALSO HAVE THE HIGHEST 
NUMBER OF COMPLICATIONS AND INFANT MORTALITY MANY OF THESE 
INDIVIDUALS DO NOT HAVE PRIVATE PHYSICIANS BECAUSE THEY ARE TOO 
OLD FOR THE PEDIATRICIAN AND ARE NOT OLD ENOUGH TO HAVE FXHIND A 
PRIVATE PHYSICIAN MANY OF THEM CANNOT AFFORD MEDICAL CARE 
BECAUSE THEY ARE NOT CO/ERED JY INSURANCE AND MAY NOT EVEN HAVE 
PUBLIC AID MANY PRESENT THEKSELVES IN THE EMEBGENCY ROOM FOR 
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THEIR FIRST PRENATAL VISIT AND BY THIS TIME ARE HAVi 3 PROBLEMS 
THE PHYSICI/VS WHO RENDER CARE ARE ARE ONDER A DISTINCT 
DISADVANTA.;E because they KNOH nothing of THEIR PAST HISTORY OR 
THEIR PRENATAL COURSE. IF THE INFANT IS IN TROUBLE. IT IS SENT TO 
THE INTENSIVE CARE NEONATAL CENTER AT GREAT EXPENSE TO THE 
TAXPAYERS. 

YOU MAY LIKE TO CONCLUDE THAT THESE UNDERSERVED INDIVIDUALS ARE 
GETTIHC PRENATAL CARE AT THE VARIOUS CLINICS AROUND THE STATE. 
AT THE MOST THESE CLINICS ARE STOP-GAP MEASURES BROUGHT ABOUT BY 
CRISIS. MUST HE ALHAYS HAVE A CRISIS TO AC'IY ARE THESE 
UNDERSERVED INDIVIDUALS SECOND CLASS CITIZENS OR DO THEY DESERVE 
THE BEST CARE THAT MODERN: MEDICINE CAN GIVE THEM. 
IN ADDITION. WHEN THE PREGNANT WOMEN REGISTERED IN ONE OF THESE 
CLINICS. GOES INTO LABOR SHE GOES TO THE HOSPITAL AND GETS 
WHOEVER IS ON CALL TO TAKE CARE OF HER. YOU MAY SAY "WiiAT'S WRONG 
WITH THAT? • ALL I ASK IS THAT YOU PUT YOURSELF IN THEIR 
SITUATION? HOW WOULD YOU FEEL IF YOU WERE GOING TO A CLINIC FOR 
CARE. NOT SEEING THE SAME DOCTOR NECESSi\RiLY ON EACH VISIT. AND 
WHEN A CRISIS AROSE. YOU WENT TO THE HOSPITAL. AND GOT THE 
PHYSICIAN WHO WAS ON CALL. NOT KNOWING HIS QUALIFICATION^ HIS 
REPUTATION. OR EVEN HIS NAME. 

WHAT THEN IS THE REASON THESE UNDERSERVED INMVIDUALS CANNOT GET 
PRIVATE CARE EVEN IF THEY ARE ON PUBLIC AID. THE ANSWER IN THIS 
STATE IS SIMPLE. IT IS THE MALPRACTICE CRISIS. WHEN I OPENED MY 
PRACTICE IN 1850. MY MALPRACTICE INSURANCE WAS THIRTY-FIVE 
DOLLARS A YEAR. BECAUSE OF THE EXORBITANT AWARDS THAT ARE 
PREVAL1NT<4X)QAY. HOSPITALS DEMAND THAT THE PHYSICIANS CARRY 
ADEQUATE MALPRACTICE INSURANCE AS ONE OF THF REQUIREMENTS FOR 
STAFF APPOINTMENT. THE MINIMUM AMOUNT THEY DEMAND IN THIS AREA 
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IS A MILLION DOl-LAKS AN INCIDENT AND THREE MILLION TOTAL IF I 
MERE IN PRACTICE TODAY, THIS MOULD COST ME FORTY-FIVE THOUSAND 
DOLLa a year. IN OUR NEIQHBORING STATE OF INDIANA THE COST 
MOULD BE A LITTLE OVER A THIRD OF THAT AMOUNT MOST PHYSICIANS 
TO BETTER PROTECT THEMSELVES AND THEIR FAMILIES CARRY THREE 
MILLION AN INCIDENT AND THIS ^TS HELL OVER A HUNDRED THOUSAND 
DOLLARS A YEAR THE SfATE OF ILLINOIS ALLOWS THE PHYSICIAN THE 
SUM OF $300. 00 FOR A NORMAL DELIVERY. IT IS SIMPLE ARITHMETIC 
TO DETERMINE THAT AN OBSTETRICIAN MOULD HAVE TO DELIVER 150 
PUBLIC AID PATIENTS JUST TO PAY FOR HIS MINIMUM MALPRACTICE 
INSURANCE COVERAGE THE PHYSICIANS PRIVATE PATIENTS, MHO ARE ALSO 
TAXPAYERS. ARE SUBSIDIZING THE COST OF THE TREATMENT FOR THE 
ONDEilSERVED THIS IS AN ADDED BURDEN TO THE PRIVATE PATIENTS AND 
AS A K.»SULT •'HE COST FOR PRIVATE I^iALTH INSURANCE HAS SKYROCKETED 
IN THE PAST YEARS. EVERYBODY EXPECTS THEIR BABY TO BE NORMAL AND 
MHSN A COMPLICATION ARISES OR A DEFECT IS NOTED THEY ARE QUICK TO 
SUE. IN OOR AREA, THERE HAVE BEEN MANY MALPRACTICE SUITS AGAINST 
OUR OBSTETRICIANS EVEN THOOGH THE INDIVIDUAL MAS TAKEN CARE OF 
BY A PRENATAL CLINIC AND THE OBSTETRICIAN FIRST SAN THE PATIENT 
MIEN SHE MENT INTO LABOR! PEOPLE >jr 3UICK TO BLAME THE 
PHYSICIANS FDR THIS CRISIS BUT MHAT MOOLD YOU DO IF YOU MERE IN 
THE SAME SITUATION? I HOPE MOM, AT LEAST, YOU UNDERSTAND MHY 
PHYSICIANS REFUSE TO CARS FOR THE UMDERSERVED. 
TO EVERY PROBLEM, THERE HAS TO BE A SOLUTION. THE OBSTETRICIANS 
ARE J08T AS CONCERNED AS AHYBODY ABOUT THE INFANT MORTALITY, AND 
AT LEAST THE OBSTETRICIANS ^N KANE COUNTY ARE GOING TO DO 
SOMETHING ABOUT IT. RECENTLY THE STATE HEALTH DEPARTMENT GAVE A 
GRANT TO OOR COUNTY HEALTH DEPARTMENT TO SET UP A PRIVATE CARE 
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PRENATAL PROGRAM FOR OUR UNbitRSERVED. THE COUNTY BOARD HAD TO 
MATCH THESE FUNDS WHICH THEY DID BY AN OVERWHELMING VOTE, r R 
HEALTH DEPARTMENT HAS AN AGREEMENT WITH OUR KANE COUNTY MEDICAL 
SOCIETY TO PROVIDE PRENATAL CARE BY PRIVATE PHYSICIANS FOR THE 
UNDERSERVED. THOSE PATIENTS ON PUBLIC AID OR WITHOUT FUNDS WILL 
BE TAKEN CAR. OF BY THE PRIVATE OBSTETRICIANS Ih THEIR OFFICE. 
THESE PRIVATE OBSTETRICIANS WILL BE REIMBURSED ONLY UIOUGH TO 
COVER THE COST OF THEIR MALPRACTICE PREMIUM, NOT TO COVER AMY 
OFFICE EXPENSE OR TAKE HOME PAY. OUR OBSTETRICIANS ARE 
ENTHUSIASTIC ABOUT OUR PROGRAM AND ARE SETTING UP IMPLEMENTATION 
OF IT AND IT WILL BE STARTED WITHIN A VERY SHORT TIME. IT IS AN 
INNOVATIVE PROGRAM, THE FIRST OF ITS KIND IN THE STATE, AND 
POSSIBLY IN THE COUNTRY. WHAT IS THE COST TO THE AVERAGE 
TAXPAYER IN OUR COUNTY? TO THE AVERAGE TAXPAYER THE 
COST WILL BE THE PRICE OF TWO PACKS OF CIGARETTES A YEAK AND 
THOSE WHOSE REAL ESTATE IS IN THE SIX FIGURES, THE COST WOULD BE 
THE PRICE OF FIVE PACKS OF CIGARETTES A YEAR. WHAT A PRICE TO PAY 
FOR SAVING A LIFE! ! ! ! THE MOST IMPORTANT FACET OF THIS PROGRAM 
IS THAT IT IS HAS BEEN DEVELOPED AND IMPLEMENTED BY THE LOCAL 
MEDICAL SOCIETY, WITH LOCAL WELL TRAINED-OBSTETRICIANS INVOLVED, 
WITHOUT ALL OF THE BUREAUCRATIC REGULATIONS DICTATED BY THE 
FEDERAL OR STATE GOVERNMENTS AND OVERSEEN BY OUR LOCAL COUNTY 
HEALTH DEPAhlMENT. THE PROGRAM HAS HAD THE USUAL NUMBER OF 
CRITICS FROM WELL-INTENTIONED BUT UNIFORMED INDIVIDUALS. I AM 
TIRED OF HEARING THE OLD TlriE-WORN ARGUMENTS THAT THIS PROGRAM 
WILL GIVE RISE TO THESE PATIENTS HAVING MORE BABIES. I HAVE HEARD 
THIS FOR THE PAST FORTY-POUR YEARS ON EVERY PROGRAM THAT HAS BEEN 
PROPOSED. ON VHE CONTRARY, THIS PROGRAM MAY WELL SOLVE A GOOD 
DEAL CF niE PROBLEM. 
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HITH THIS PROGRAM. TKESK PATIENTS HILL HOi* HAVE A PRIVATE 
PHYSIC* W AND HILL NOH BE ABLE TO GET BIRTH CONTROL ADVICE THAT 
IS NECESSARY FOR THEIR PHYSICAL CONDITION AND ACCORDING TO THEIR 
RELIGIOUS BELIEFS. SOME CRITICS SAY HE ARE SUBSIDIZING THE 
THE COST OF PATIENT CARE. THAT IS ONE CRITICISM I HILL ADMIT 



BILLIONS OF DOLLARS TO PRODUCE A PRODUCT THAT CAUSES THOUSANDS 
OF DEATH A YEAK AND BILLIONS OF DOLLARS FOR HEALTH CARE SERVICES 
IS IT MORALLY HRONG TO SUBSIDIZE A PROGRAM TO SAVE A LIFE? 
I AM NOT ADVOCATING THAT THIS PROGRAM BE DONE BY ANY GOVERNMENT. 
FEDERAL OR STA"*;. IT SHOULD BE DONE ON A LOCAL LEVEL BY THE LOCAL 
COUNTY HEALTH DEPARIMENT. THE LOCAL MEDICAL SOCIETY. AND BY THE 
LOCAL OBSTETRICIANS K'V KNOH THE LOCAL PROB^^EMS 
THIS PROGRAM MAY OR MAY NOT BE THE ANSHER BUT LEAST IT IS 
STEP TN THE RIGHT DIRECTION TO PROVIDE ADEQUATE PRENATAL CARE TO 
THE UNDERSERVED RESULTS HILL TAKE TIME TO EVALUATE. BUT IN MY 
HEART I FEEL THAT AT LEAST IN OUR COUNTY. HE HILL BRING OUR 
INFANT MORTALITY DOHN TO THE ACCEPTED LEVEL THROUGHOUT OUR 
COUNTRY LET ME CONCLUDE BY SAYING THAT SINCE I AM RETIRED, I 
HAVE NO FINANCIAL INTEREST IN THE PROGRAM BUT I AH GLAD TnAT I 
HAVE LIVED LONG ENOUGH TO SEE POSITIVE ACTION TAKEN ON A VERY 
SERIOUS PROBLEM I KNOH IT HILL BE SUCCESSFUL FOR JUST ONE 
REASON- BECAUSE SOMEBODY CARED 



Tfai ; COUNTRY SUBSIDIZES THE TOBACCO FARMER TO THE TUNE OF 
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Chairman Miller. Thank you. Mr. Perkins. 

STATEMENT OF USENI EUGENE PERKINS, SOCIAL SERVICES 
DIRECTOR, CHICAGO URBAN LEAGUE, CHICAGO, IL 

Mr. Perkins. My name is Useni Eugene Perkins, Director of 
Social Services at Chicago Urban League. On behalf of President 
James W. Compton and the Chicago Urban League, I would like fo 
express our gratitude to Congressman George Miller and the House 
Select Committee on Children, Youth, and Families for the critical 
and timely subject of infant mortality. I have already submitted a 
statement and I will just elaborate on a few highlights of that 
statement. 

The problem of infant moi!;ality cannot be fully remediated 
unless we view it as one of the main barometers for measuring and 
assessing the quality of life in a given community. Because the fact 
is that in fact, infant mortality crosses every facet of health and 
socioeconomic concerns, it is imperative that this is done. If we are 
to have healthy babies, we must have healthy communities. If we 
are to have healthy mothers before and after they give birth, we 
must have healthy communities. And if we are to have healthy 
communities, we must drastically increase employment, improve a 
deteriorating public school system, provide more decent and afford- 
able housing, and assure that all mothers and their newborns re- 
ceive optimal medical care. 

During its one and a half years as the ONCE for the largest 
infant mortality network in Illinois, the Chicago Urban League has 
learned that unless we address these issues, the problem with 
infant mortality will be with us well into the 21st Century and 
beyond. 

It is fatuous for us to feel that we will significantly reduce infant 
mortality unless v/e significantly reduce the poverty and oppression 
that contributes to it. And it will be irresponsible on our part as a 
Nation to claim to respect the dignity and rights of our people not 
to implore its vast resources to deal with this disgraceful problem. 
It is inexcusable for a nation with the wealth that America possess- 
es to have such a high rate of infant mortality. While Black babies 
ere dying at a rate higher than in most other industrial nations, 
/imerica seems more occupied with exploring the universe than 
adding to its vast stockpile of omminence. 

Of course, we believe that it is important to protect our Nation 
from those unfriendly nations that threaten our national security. 
But we also feel that we must protec* our newborn, our children, 
and our youth from the ravishes of poveity. There is an ancient Af- 
rican proverb that states children are the reward of life. Implicit in 
this proverb is that our children should be cherished, protected and 
respected. I am not so naive to believe that democracy or any other 
form of government can totally alleviate poverty. We do not live in 
a Camelot world, and the welfare of our young is not a value held 
by all people. Nonetheless, it is not a romantic notion to believe 
that most of us do have a high regard for human life. 

Th<H e who hold this belief understand that caring for children is 
like caring for a harvest that is yet to be reaped. They also know 
that a contaminated harvest can only yield contaminated crops. 
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And from that— and the contaminated crops will not provide the 
nourishment they need to survive and prosper. 

If we are truly serious about reducing infant mortality, in this 
nation, we must reduce the contamination that contributes to this 
national crisis. Thank you. 

[Prepared statement of Useni Eugene Perkins follows:] 
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Prepared Statement of Useni Eugene Perkins, Social Services Director, 
Chicago Urban League, Chicago, IL 



TOE CHICAGO URBAN LEAGUE WAS FOUNDED IN 1916 AND IS CHICAGO'S OLDEST 
AND URGEST FULL-TLME RACE RELATIONS AGENQ. THE LEAGUE'S MISSION 
IS TO ELIMINATE RACIAL DISCRIMINATION AND SEGREGATION AND TO V(OR^^ FOR 
TOE ACHIEVEMENT OF EQUAL OPPORTTJNITY AND PARITY FOR BLOCKS AND OTHER 
MINORITIES IN EVERY FACET OF AMERICAN LIFE, 

OUR PROGRAmTIC INITIATIVES IN TOE AREA OF '{EAL1H HAVE BEEN 
CONSISTENT WITO OUR SEVeflY-ONE (71) YEAR OLD MISSION AND PURPOSE 
FOR GOOD HEALTO IS ESSENTIAL TO TOE ENJOYMENT OF ALL OTHER BASIC 
RIGHTS IN SOCIETY. TOROUGHOUT TOE YE.\RS, TOE CLX HAS MAINTAINED \ 
LEADERSHIP ROLE IN MANY HEALTH ISSUES THAT PARTICULARLY IMPAa THE 
BUCK CONMUNITY. FOR EXAVJPLE, IN 1976, THE CUL ESTABLISHED THE CUL 
SICKLE CaL PROJECT \S A COOPERA-^IVE SICKLE CELL CENTER. 
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"mE PROJECT PUYED A MAJOR ROLE IN EDUailNG PEOPLE A^^ITT TOIS 
I DISEASE, AND PROVIDED DIREQ ASSISTANCE TO HUNDREDS WHO WERE 

STRICKEN WITH THE SICKLE CELL TRAIT. MORE RECENTLY, m CIL WAS IN- 
VOLVED IN THE SCREENING OF HYPERTENSION AMONG BUCKS WITH TO 
AMERICAN RED CROSS. 

IN 1986 THE LEAGUE ASSUMED THE ROLE OF A C»M'INITY NETWORK COORDINA- 
TING ENTITY fCNCE) FOR THE ILLINOIS INFA.yr .lORTALm REDUaiON 
INITIATIVE (INRI). AS A CNCE, WE SERVICE THE LARGEST NETOORK iN THE 
STATE OF ILLINOIS WHICH CONSISTS OF FIVE (S) C0M4JNITIES: OAKIAND, 
lOUGLAS, WASHINGTON PARK, GRAND BOULEVARD AND FULLER P^RK. THESE 
C0^^1UNIlIES are among the most impoverished IN CHiaGO ASD THEY ALL 
RANK HIGH IN INFAM" MORTALITY. FOR EXAMPLE, IN 1985, GRAND BOULEV.^ 
RECORDED IHIRTY-TW (32) CASES OF INFANT MORTALITY OUT OF 1,103 RE- 
CORDED BIRTHS GIVING IT AN INFANT MORTALITY R.\TE OF 29.0 PER 
THOUSAND, WELL OVER THE 12 PER THOUSAND THE STATE HOPES TO ACHIE/E 
BY 1990. THESE ALARMING STATISTICS SIMILARLY REFLEa THE CONDITION 
OF THE OTHER FOUR (4) CONWUNITIES THAT COMPRISE THE SOUTH SIDE FAMILY 
HEALTH NFnVORK (SFHN) SERVED BY THE CUL. THE PRIMARY RESPONSIBI- 
LITIES OF THE CJL IN ITS ROLE AS CNCE FOR THESE CONMUNITIES ARE: 
(1) FISCAL MANAGEMENT OF THE ILLINOIS DEPARTMENT OF HEALTH (IDOH) 
FUNDS, (2) PROrxW MONITORING AND AUDITING OF ALL SERVICRS RiOTERED 
BY THE NFIWRK AND (3) TO ENSURE THAT THE OBJECTIVES OF THE I?*RI, 
NOW KNOWN AS FAMILIES WITH A FUTURE (FWF), ARE MET. 



^8 




81-A19 - 88 - 4 



94 



IN CARRYING CXH* THESE RESPONSIBILITIES, IT HAS 3EC0ME CLEAR TO THE 
CUL THAT THE PROBLB! OF INFAhfT MORTALITY IS BROAD IN SCOPE AND 
TOUCHES NEARLY EVERY FACET OF AMHIICAN LIFE. ONCE PERCEIVED AS 
ESSEKTIALLY A MEDICAL PR0BLB4, INFANT MORTALITY MUST NOW BE VIEWED 
AS ONE OF THE MOST TELLING INDICES OF THE QUALITY OF LIFE IN A GIVEN 
C0M4jNITY. TriXS IS TO SUGGEST THAT THE SYSTB4IC CAUSES OF INFANT 
MORTALITY WIU NOT BE ADDRESSED IF MB^Y GEARED TO THE REMEDIATION 
OF HEALTH DEFICIENCIES, BUT MUST ALSO DIRECTLY ADDRESS SOCIO-ECONOMIC 
CONDITIONS AS WELL. WHEN THE QUALITY OF LIFE IN A GIVEN C0M4JIJTY IS 
INUNDATED WITH HlQi UNM>LOYMENT, POOR SANITARY CONDITIONS, SLUM 
HOUSING AND A LONG HISTORY OF SOCIAL AND ECONGMIC NEGLECT, ONE CMi 
EASILY PREDICT A HIGH RATE OF INFANT .MORTALITY. THUS, IT IS NO 
STARTLING REVELATION THAT BLACK C0M4WITIES CONTINUE TO HAVE THE 
HIOffiST RATES OF INFAm* MORTALITY. 

ALTHOUCH WE HAVE THE MEDICAL TECHNOLOGY TO ENSURE THAT EVEN THE 
POOREST OF WOMEN GIVE BIRTH TO HEALTHY BABIES, THIS TEfflNOLOGY HAS 
NOT ALWAYS BEEN MADE ACCESSIBLE TO TH^. AND TO COMPOUND THIS 
PROBLBI, WE HAVE YET TO PROVIDE ALL COtWNITIES WITH THE SOCIAL AND 
ECONOMIC RESOURCES NEEDED TO IMPROVE THE QUALITY OF LIFE FOR ALL 
RESIDENTS, CONSEQUENTLY, EVEN IF A HIGH RISK MOIHER AND HER NEWBORN 
CHILD ARE FORTUNATE TO HAVE ACCESS TO DESIRABLE MEDICAL RESOURCES, 
IF SHE AND HER CHILD ARJE TO RHITJRN TO AN IMPOVERISHED COMIUNITY — 
BOTH MOTHER AND BABY WIU, MOST LIKELY, CONTINUE TO BE AT HIQi 
R!SK. THIS IS NOT ONLY APPALLING, BITT A GRAPHIC INDICATION OF TTiE 
LOW VALUE AMBIICA PLACES ON THE LIVES OF BLACK AND POOR PEOPLE. 
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OBVIOUSLY, 1HIS IKAVESH MUST BE REVBSED IF AMERICA IS TO OfltOVE 
ITS PAIHETiay LOH RANKING AMONG THE IKBOT (20) DEVELOPED NATIONS. 
A RfiCSrr REPORT BY THE QilCAGO SUN-TIMES INDICATED 1HAT AMBIICA'S 
INFANT MDNTALITY RATE PBl 1,000 LIVE BIRIHS MAS HIGHEST OF THIS 
GROUP. 

THE PR0BLB4 OF INFANT MORXALITY IS ONE WICH OiALLENGES OUR NATIONAL, 
STATE AND LOCAL GOVBWffiKTS TO RESTWCIWE THHR PRIORinES SO THAT 
MIMN LIFE IS PLACED AT THE TOP OF THE AG9IM, AND ADEQUATE RESOURCES 
CQMOTTED ID PROOUMS THAT BHANCE TtS QUALITY. ON THIS BASIS THE 
CUL OFFOS THE FOLLONING REOCMeOMnONS TO THIS GQMaTTEE: 

1) THE CRISIS OF INFANT MQRIALm 9I3ULD BE VIEWED IN THE NATURE 
OF A '<STATE OF BeUBCT' REQIJIRING COmSfBfSVfh AND 
COORDINATB) PROGRAMS AND SBtVICES IN ADDRESSING THE PKOBLBI. 
ALTHOUQI THE STATE OF lUINOIS SHOULD BE C(MQO)ED FOR 
PROVIDING FUIDS TO REDIXZ INFANT MDRIALmr, HE BEUEVE THAT THE 
FRESBTT LEVEL OF FINDING IS FAR FROM BEING SUFFICIBrT TO HAVE A 
SIOaFICAKT AND LASTING MACT ON THE FROBLBl. THBIEPORE, 
ASDITIONAL FWDING TO THE STATE HUM THE FH)BUL LEVEL SHOULD 
BE MADE AVAILAUE TO HMD A MUCH MWE OCmfflBISIVE PROGRAM TO 
REDUCE INFANT NDRmm. 

2) THAT 1HBRB IE GREAlBt OQOIDDIAnON AND OOOPBAnON AMONG TW 
NUOR SWn, FBHAL AM) LOCAL AfiBCIES IF ME ARE TO HAVE A 

vuu mmm rm tcdqb au. Pioxs of the infant MORiALrTY 



MMi If UCIL OOMiMnY inMQMS ARE TO BE SUOGBSSPQL. 
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5) THAT PaiNATM. CEJfTERS BECOME MORE DIfifCTIT INVOLV'ED IN IKE 
PJNaiONS OF COM^WNm .VEThfORKS TO E\SJJR£ TTiAT ALL HIGH RISK 
HOTOERS AND THEIR CHILDREN RECEUT 0PTD4JM MEDICAL CARE. 

4) THAT THE CHiaCO DEPARTHEKT OF HEALTH (CDCH) INCREASE ITS HOME 
VISITIfiG NURSING STAFF TO BE MORE REPRESEyTED OF THE HEALTH 
NEEDS POSED BY HIGH RISK MOTOERS AND THEIR BABIES. ALSO, TO 
FACILITATE THIS INCREASE, THE CDOH MUST SHORTEN THE EXCESSIVE 
LEMHH OF TIME IT TAKES TO HIRE ESSENTIAL PERSf^NH SUCK AS RE- 
GISTBIED NURSES. 

5) THAT AFFORDABLE V»T) HIGHER QUALITY HOUSING BE ^lACE A\ All ABLE TO 
THE ISDIGENT. AND THERE BE GREATER ENFORCEMENT OF ALL W.I1LIING 
CODE VIOLATIONS. IN ADDITION, WE NTED TO CREATE MORE LONG-THIM 
AND SHORT-TERM RESIDENTIAL FACILITIES FOR HIGH RISK MCrniBlS AND 
TlilEIR EABIES. 

6) THAT THE WIC PROGRAM BE ^JAIVTAINTD AN1 EXPANDED TO ENSURE ALL 
HIGH RISK MOTHHIS AND THEIR BABIES RECEIVE PROPER NlTTRiTION 
COUNSaiNG AND F D PROVISION. 

7) THAT A MORE PRECISE AND CCr^PREHENSIVE HEALTH EDUaTION PROGRAM 
BE ESTABLISHED AND IMPLBCNT^D BY THE PUBLIC SCHOOLS TO ENSURE 
ALL SniDENTS RECEIVE UP-TC -DATE INFORMATION REGARDING All HEALTH 
ISSUES. 
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I) TO ESTABLISH A GCMKBiBISIVE CASE NANAGBffiKT SYSTBl IHAT UNI- 
FIES AND was Bfm HIGH RISK WtHBL AND BABT AFTB( 1HEY UAVE 
THE HOSPITAL TO ENSIRE THEY RECEIVE OPTDtM MEDICAL CARE FOR A 
MINOCM PBIIOD OF TWEE (3) YEARS. 

9) THAT THE FEDBAL BUDGET BE REFRIORmZED TO RffLECT AND 
AOOGMOMIE THE HEALTH. ECDNOMIC AND SOCIAL NEBS OF A HICH RISC 
POPULAnON THAT IS DISPROPORTIONATELY REPRESENTED BY BLMCXS AND 
CTHBt NXNORrriES. 

10) THAT H.R. 1391, 'Tift QUALITY OF LIFE ACHON ACT' BE BIACTED, IN 
FUU, TO HCSURE THAT ALL PEOPLE HAVE ACCESS TO FULL BCLOYMBCT. 

IT IS IICXaSABLE FOR A NATION WITH THE HEALTH AND RESOURCES THAT 
A»ICA POSSESSES TO HAVF SUOI AN ALARMING AND DEPLORABLE RATE OF 
INFANT DEATHS. NHILE BABIES ARE DYING AT A RATE HIQIBL THAN IN 
OlHBl LARGE INDU5TRIAUY DBTELOPED NAnONS, AMBUCA.'S MILITARY BUDGET 
AND SPBOING ON ATMAMBfTS COKTINUE TO SIAGGBt THE DMGINATION. 

AS A CAPITALIST NATIQi;, AMBIICA IS OBSESSB) lOTH TKE BOTTOM LINE 
THIS TBM IS NOT ONLY lOBrTIf lED lOTH ITS BUSINESS OOMWITY BUT 
IN RECBTT YEARS HAS ALSO BEB( ASSOCIATED WITH THE OUTCOftS OF OUR 
HEALTH AND SOCIAL SBtVICE PROGRAMS. WiBI A BUSINESS'S BOTTOM LINE 
IS IN THE BLAa TT IS OONSIDBIED TO BE SUCCESSFUL. 
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HOKEVBl, IF WE EXPECT OUR HEALTH AND SOCIAL SERVICE PROGRAMS TO 
ACHIEVE A FAVORABLE BALANCE SHEET, WE MUST PROVIDE THBi WITH SUFFI- 
CIBrr FEDOAL FlilDS AND RESOURCES TO ENSURE IHAT ALL CITIZENS ENJOY 
A OGCBfT AND ACCEmSLE STANDARD OF LIVING. 

THE CUL STRONGLY AND PASSIONATaY URGES THIS CGM4ITEE TO EXBTT NHAT 
POWa AND INFUiBCE IT HAS TO B6URE THAT WE HAVE A QMUBIENSIVE, 
WELL-COORDINATED INFJWT MORTALITY PROGRAM VHICH ADDRESSES ITSELF TO 
SAVING THE LIVES OF TODAY'S BABIES AND THOSE OF GENERATIONS YCT NCTT 
BORN. 
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Chairman Miller. Thank you. Ms. Velasquez. 

STATEMENT OF CARMEN VELASQUEZ, BOARD MEMBER, 
PROJECT ALiVIO, CHICAGO, IL 

Ms. Velasquez. My name is Carmen Velasquez. I am a board 
member of Project Alivio. I appreciate the audience, and the Select 
Committee of Children, Youth and families for allowing us to testi- 
fy. My testimony will be on health issues in thr^e predominantly 
Hispanic communities, Pilsen, Little Village, and Back of the 
Yards. And I am going to ask the indulgence because I will have to 
read this and I do not want to summarize because there are some 
data here that we took trouble to put t<^ether, and both you and 
the audience should hear it. 

Research projects that if the current rate of population growth 
continues, Hispanics will constitute by the year 2000, 24 percent of 
the City's population. 

In the 1980 Census, Hispanics already accounted for 21 percent 
of the population under 15 and 24 percent of the population under 
five. 

Pilsen, Little Village and Back of the Yards, three predominant- 
ly Mexican communities in Chicago, comprise 25 percent of the 
total Hispanic population in the city. The following statistics which 
direjtly relate to the communities are documented by South Lawn- 
dale/Pilsen Comprehensive Health Network. 

UVE BIRTHS 

The birth rates per 1,000 for South Lawndale and Pilsen rank 
first and second, respectively, among the 77 community areas in 
the entire City of Chicagt come from these two community areas. 
Statistically these areas are among the two to three youngest areas 
of the city, so we can assume the high fertility rates will continue. 
It is essential that we begin to deal with these high rates and 
future prevention of morbidity and mortality of infants in the com- 
munity. 

MOTHERS UNDER 20 

In absolute numbers the two communities rank eleventh and 
eighteenth, respectively in births to mothers under the age of 20 
years old. This is another reflection of the youth of the community 
which does not show signs of aging at this point. 

MEDICAL INDIGENCY 

The Latino Institute survey indicates the rate of medical indi- 
gency to be greater than 30 percent in the Pilsen-Little Village 
area. This was based on a phone survey in 1985. When the popula- 
tion who do not have phones is taken into account, this rate will 
rise closer to 35 to 40 percent. In a face to face survey of 308 house- 
holds done by the Latmo Institute in the summer of 1987, 44.6 per- 
cent of 1,400 plus persons were without medical insurance. This is 
reflected in th** patient visits and absolute number of pat^'^nts 
taken care of by the public facilities in the areas. J^wer est 
Neighborhood Health Center, Station 16, and the South Lawndale 
Health Center. These three centers had a total of 175,000 patient 
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visits in 1986, 10 percent of whom 17,000 were for prenatal care At 
Cook County Hospital, 1 of every 10 mothers who delivers comes 
from the Pilsen-South Lawndale area. Thus, the rate of medical in- 
digency IS higher among the Latina patients going to public facili- 
ties in such large numbers. The vast majority a: ^ not citizens nor 
permanent residents and therefore do not qualify or public assist- 
ance. Even though many of the husbands of those vho are married 
are working, rarely do they have insurance, and if they do, it usu- 
ally IS a very restricted major medical policy for themselves only 
not including spouses and children. 

Childbearing patterns in Latinas. Recent studies in California 
and New York City show significant data exists for differences be- 
tween women bom in Mexico or Puerto Rico and those born in the 
United States. It shows the need for increased programs for both 
groups. 

In the California study there were significant statistical differ- 
ence between the percentage of women born in Mexico having 
children under the age of 18 as compared to those born in the 
Uni^ States, o.O vs. 9.3 percent. This puts more Latinas born in 
the United States at a high risk. The result among Puerto Ricans 
in New York City were even more striking, 6.9 versus 15.5 percent. 

On the other hand, Mexican and Puerto Rican Latinas bom in 
their native countries were much more likely to have children over 
the age of 35 years old than their U.S. bom counterparts, putting 
r^r, n'^^ ^^^^^ fetuses at high risk. In California study, it showed 
that 7.9 percent of Mexican women bore children over the age of 35 
years, versus 3.8 percent of Latina born in the United States. In 
New York City, the figures are even more dramatic. The first gen- 
eration Puerto Rican women, 9.7 had children bom to them past 
the age of 35, versus 0.7 percent for their second generation coun- 
terparts. 

We do not, of course, have statistics for Chicago, since the State 
ot Illinois does not have Latina or Hispanic as a classification on 
either birth or death certificates. If we did, and if the number of 
women beanng children past the age of 35 years old was taken into 
?2?of r Pilsen/Little Village would rank near the top of the 

IMKl formula. This clearly should have been a part of the IMRI 
formula in addition to women under 20 years old. 

Other significant statistics are percentage of women beginning 
care m the first trimester. In the Califomia study only 58 percent 
of Mexican women began prenatal care in the first trimester, com- 
pared to 71 percent of their American-born counterparts. This lack 
of early care is just as much a problem in the Pilsen-Little Village 
area. Lack of access or late access may explain why the rate of 
both fetal and neonatal deaths in infants of Mexican-born women 
w significantly higher than for either their U.S. born Latinas. or 
white counterparts. 

One statistic both Mexican and American-born Latinas have in 
common m the Califomia study was the signficantly higher per- 
centage than U.S. whites or blacks who had their children born in 
county facilities and state facilities. This is another indicator of 
medical indigency which is found at Cook County Hospital, where 
about one half of all women are Latina and the University of Illi- 
nois, where one third are Latina. 

k ir.5 
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And if you are familiar with the U of I, the U of I just gave a 
message to our community, we will not take anybody who cannot 
pay for services. They have cut their hospital to a smaller hospital, 
and are going to be known as a research and teaching hospital. So 
that, again, cuts access to our ppople. 

Prevalence of underweight cnildren. Age 0 to 11 months. Al- 
though Latinas, especially Mexicans, do better in terms of low 
birthweight than U.S. blacks and whites in some cases, once the 
child is born, the frequence of underweight babies is greatest 
among Latinos, 8.2 percent versus 5.4 percent in blacks, and 3.5 
percent in whites. 

PREVALENCE OF CONGENITAL ANOMAUES 

Related to the greater number of Latina woman having children 
past the age of 35 years old is the higher rate of birth defects, par- 
ticularly Down's Syndrome and Spina Bifida. At the Cook County 
Hospital, Spina Bifida clime, about 80 percent of the patients are 
Latino. This may be true of other anomalies as well, but good sta- 
tistics are not available.yet. 

One of the things that struck close to me is that what you were 
saying and what Jennifer was saying is we want to put faces to our 
community. As I look in this audience, there are not many Hispan- 
ics here, and I am very glad that there was an outreach in our par- 
ticular case I know phone calls were made. But we believe clearly 
that this Commission and any other policy makers at the Federal, 
State and local levels need to address the unique needs of our rap- 
idly growing population. We are young, and work, but are underin- 
sured or not insured, and ineligible for many government-funded 
programs to the exclusionary criteria. Our community here is 
eager to engage in a dialogue to begin to solve these problems. We 
need to see revision of eligibility criteria. What are we talking 
about? We are talking about the infant mortality reduction in this 
area, the WIC, the poverty criteria use of public aid leaves us out. 
We need to see the development of synthetic healtn insurant pro- 
grams with low monthly premiums for the working poor. We are 
aware that the Chicago health systems agency is in the planning 
phase of such a program. 

I will submit for the record, now, when I am finished, a descrip- 
tion of Project Alivio, which was born in response to the unmet 
needs. 

It is a center— a health care facility in Pilsen-Little Village and 
Back of the Yar is for Service— especially service for those who are 
not insured, or underinsured, and it has three components, includ- 
ing delivery of health care services, a strong research and evalua- 
tion component, an education, training and employment compo- 
nent, which addresses the shortage of Hispanic Health Care profes- 
sionals at all levels, and a day care component. 

I would be happy to discuss this in detail later, and I thank you 
for listening. 

[Prepared statement of Carmen Velasquez fellows:] 
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PUEPABED Statement of Carmen Velas<jue2. Board Member. Project Alivio 

Chicago, IL 



«nr."^^.r! !k y"""""' 8"^'' Of Proj.ct AUvlo and I 

For Ch Ur.n Vrr'^H D.o.ocratlc S.Uction Co™itt« 

.n,.^^ !^ ''"'"V"'' My t«tl.ony will focus on health 

inTncror;^: "'^^^"'^ pn«n. Licd. vaug, 

I ./Vr" •i""'*'' Hispanic, co.prls. th. fa.ct.c grouln. population 

in th. City of Chicago Latino In.titut. R„.arch proj.cf, thaf, if th^ 

Z'lll/Volo •"r- Hispanu. win con, i t ' b- 

the year 2000, 24.Z of the City's population. 

In the 1980 Census, Hlspanlcs already accounted for 21Z of the doduU- 
t-on under 15 and 2UZ of the population under 5. 

Pilsen, Little Village and Back of the Yards, three predominantly 

In'thrcur^Ti f n "^">P-^^ population 

ir. . ^ f°l^°*'in8 statistics directly relate t3 these comiunites 

are docuniented by South Lawndale/Pi.sen Coioprehensive Health Network" 

Live Births , The birth rates per 1000 for South Lawndale and Pilsen 
y^.l """""^ respectively among the 77 community areas in the entire 
City Of Chicago come from these two coinmunity areas. Statistically Jhese areas 
are amorg the two to three youngest areas of the city, so we can assume the 
high fertility rates will contnue. It is essential that we begin to dell wi.h 

i^^^^e":o^L:l:;/"^ --^^^^^^ «o.t.J!?rorinf"ntr^^^ 

Mothers und..r 20 ; In absolute numbers the two communltU rark Uth and 
18th respectively .n births ro .othersunder the age of 20 .ears old. TMs is 

X%\"Mr;;i:t:^ ^-^^ -^-^ ^^cw signs 

Medical Indigency Ihe Latino Institute survey 'ncficates the rate of niedical 
indigency to be greater than 20Z in the Pi Isen-Ll t t le Village area. This was baled 
on a phone survey in 1985 When the population who do not hav. phones s taken 
into account th^a rate will rise closer to 35-^02. In a face to face survey M 308 
households do.e by the Latino Insitute m the sunaner of 1987 Sf !"IooV 

person, were without medical insurance. This is reflected in the patient v .sits 
and absolute number of patients taken care of by tne public facllui s il 
areas- Lower West Neighborhood Health Center (CDOH), Station 16 (CDoS) , and the 
.ou h Lawndale Health Center. These 3 centers had a tota] of 175.000 patien 
^o^ ta ' ?^ ^''''''^ P"-^^^ Cook ?o y 

^rea' Th s thr'L ' T T T'° PUsen-South Lawndale 

loin, rl f .1 I "'^^"^ indigency is higher among the Latlna patients 

going to public facilities in such large numbers: the vast majority are not 
citizens nor permanent residents and therefore do not qualify for public assistance 
Even though many of the husbands of chose who are married are working. -are!y do 
they have Insurance, and if thev do it usually is a verv restricted major"edicaI 
policy for themselves only, not including spouses or children. 



ERIC 



ir:7 



103 



Chtldbearlng Patterns In latlnas Recent studies In California and Sew 
York City show significant data exists for differences between women born In 
Mexico or Puerto Rico and those born In the U S. It shows the need for Increased 
pro^raas for both groups' 

In the Cillfornl« study there were significant statistical differences between 
the Z of vo«en born in Mexico having children under the age of 18 as compared 
to those born In the U.S. (5.0 vs. 9.3X). This puts more Latlnas born In the 
U S. at high risk. The result among Puerto Rlcans In NYC were even nore striking 
6 9 vs. 15. 5Z. 

On the other hand Mexican and Puerto Ricjn Latinas born in tht;ir native countries 
were much more likely to have children over the age of 35 years old than their 
U.S. born counterparts: putting them and their fetuses at high risk. In Callforn.3 
study showed that 7.9Z of Mexican women bore children over the age of 35 years 
vs. 3.8Z of Latlnas born In the U.S In NYC- the figures are even more dramatic 
1st generation Puerto Rlcan women: 9.7Z had children bore to them past the age of 
35 years old vs. 0. 7Z for their 2nd generation counterparts. 

We do not of course have statistics for Chicago since the state of IlKnois does 
not have latlna or Hispanic as a classification on either birth or death certifi- 
cates. If we did akid If the # of women bearing ciiildren past the age of 35 years 
olJ was taken Into consideration Pllseii/Llttle Village would rank near the top 
in th; IMRI formula. This clearly should have been a part of the IMRI formula 
in addition to women under 20 years old. 

Other significant statistics are Z of women beginning care In the first trimester. 
In the California study only 58^ of Mexican women began pre-natal care in the 
first rimester compared to 71Z for their American bo- n counterparts. Tnis lack 
of early care is just as ouch a problem in the Pllsen-Llttle Village area. Lack 
of access or late access may explain whv the rate of both fetal and neonatal 
(0-27 days) deaths in Infants of Mexican-born women is significantly higher than 
for either their U.S born Latinas or while counterparts. 

One statistic both Mexicar and American born Latinas has in common in the Califor- 
nia study was the significantly higher Z than U.S whites or blacks who had their 
children born in County facilities and state facilities. This is another indica::;r 
of medical indigency which i^ found at Cook County Hospital where about } of all 
women are Latlna and the University of Illinois> where almost 1/3 are Latina. 

Prevelance of Underweight Children : age 0-11 months: although Latinas. 
especially Mexicans do better in terms of low birthweight than U.S. Blacks and 
whites In some casesi once the child is born the frequency of underweight babies 
Is greatest among Latinos: 8.2Z vs. 5.4Z (Blacks) and 3.5Z (Whites). Source: 
Pediatric Nutrition Survellanre System Centers for Disease Control, MMWR 6/19/87. 
Ortf rea?on may be the rise In and Z of children in poverty which is the fastest 
cro-.g all ethnic groups according to the Children's Defense Fund in Washington D Z 
The figire now stands at close to 40Z. 

Prevelance of Congenital Anomalies : Related to the greater # of Latina 
wonen having children past the age of 3S years old is the higher rate of birth 
defects: particularly Dovm's Syndrome and Spina Bifida. At the Cook County Hospital 
Spina Bifida clinic ?bout 80Z of the patie .ts are Latino. This may be true of 
other anomoIie<; as well but good statistics are not available yeC. 
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Clearlv this Commission and any other policy makers atthe federal, state 
and local levels need to address the unique needs of our rapidly wing 
population We are young, we work but are underlnsured or uninsured, and 
inellg^tle for many government funded programs due to exclusionary criteria 

Olt community here is eager to engage Ira dialogue to begin to resolve 
these problems. 

We need to see revision of elegljlllty criteria (infant mortality 
reduction initatlve. WIC - poverty criteria used with public aid leaves us 
out) 

We need to see the development of health insurance programs with 

low monthly premiums for the working poo Chicago Health Systems Agemcy 

Is in the planning phase of such a progra^. 

I will submit for the record, a description of Project Alivio which was 
born in response to the above unmet needs. It has three components 

1 L;cliverv of health c^'re services, 

2 A stro-ig research and evaluation components, 

3. An education, training, and employment component which 

addresses the shortage of Hispanic Health care professionals 
at all levels and, 

U. A day care component 

I would be happ> to discuss this in detail at a laterdate 



Respectfully submitted. 



Carmen \elasquez. 
Board Member 
Project Alivio 

(312) 666-4511 

528-7390 
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Chairman Miller. Thank you. Dr. Brown, let me ask you, in 
your practices in Cook County, it was mentioned here earlier that 
when you refer someone for high risk care ic takes 4 to 5 weeks wait. 
Is that in your experience? 

Dr. Brown. It may be data to verify that. I cannot give you sta- 
tistics. I have had a similar experience, yes. I am not allowed to get 
into 

Chairman Miller. Is that a comTion experience? 

Dr. Brown. I have had that experience not infrequently. I wish I 
could tell you more. I am not authorized. I suggest you refer to 
Cook County Hospital. I wish I could. 

Chairman Miller. Do you have any idea— again, it is somewhat 
anecdotal, unless there is other data — the number of patients that 
you see where their complications are a result of a lack of access to 
prenatal care. 

Dr. Brown. Many of my patients do not come to clinic until 
they feel the baby move, which is well past the first trimes- 
ter, at 16 to 20 weeks. Therefore, an opportunity to gauge how 
pregnant they are, what possible early risk factors that are inter- 
venable are present has been entirely lost. Well over half the pa- 
tients I deliver personally do not come to prenatal care until about 
22 weeks. The latest I have had someone come and still come to 
clinic and still sit and register and make the appointment and go 
through all the heroics is 36 weeks. When we have a patient come 
in the first trimester, we are so thrilled, we nearly throw a party. 
Unfortunately, it is a unique experience for me, first of all, to have 
them come ' in the first trimester. 

Chairman Miller. You may not inquire as to why that is, be- 
cause it is of little concern at that point, because you cannot go 
back and reconstruct that time in terms of care, but dc they tell 
you why 

Dr. Brown. Many patients say that they had no way of knowing 
they were pregnant until the baby moved. They were not sure. 
They either did not know, or did not feel they could access methods 
of which they could find this out. Home pregnancy tests are about 
$15. Some of the issues you brought up earlier can take some time 
to present yourself to a clinic if you have no — or an emergency 
room if you have no funding to find out if you are pregnant. It is 
not considered emergency care in most emergency rooms. 

Chairman Miller. Do you feel that a fair amount of that is wish- 
ful thinking that they are not pregnant? 

Dr. Brown. It is fair. I think that what has happened, and this is 
my opinion, is it has become a community practice not to go for 
prenatal care until later on. And many of my patients tell me, 
well, my sister did not go, and she was OK. 

Unfortunately, that is anecdotal, and it is not backed up by sta- 
tistics, indicating that accessible early pregnancy care is directly 
relatable to low birthweight, and diminishing the number of low 
birthweight infants. So— and yet there has b^ome a whole sort of 
cultural thinking for many patients about not going early, or like 
you said, wishful thinking. Especially in the adolescent patient, 
where denial is a normal part of their structure and they are going 
to deny it until the latest possible minute. 
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Chairman MiiXER. You mentioned one of your cases where the 
pregnancy was apparently a result of incest or sexual abuse in the 
family. And agam, this is just calling upon your experience, but in 
the case of the young patient, any idea of what percentage are not 
dealing with the pregnancy because they are afraid of repercussions 
withm the family? 

Dr Brown. Again, I cannot give you statistics, but I would sav 
that m my experience that it is not infrequent. I do not think a 
week goes by 

Chairman Miller. Not infrequent. 

Dr. Brown. That it is not infrequent. I would say that rot a 
week go^ by that a young laay presents to my clinic terrified 
about either being pregnant, suspecting that she is, or another ac- 
count of sometimes misguided fantasy about some other complica- 
tions related to ill information about family planning, about health 
care. 

A lot of my time is spent with the nonpregnant adolescents just 
helping to straighten out what the data are and with the pregnant 
adolescents iust trying to get them in and engage them, as was ad- 
dressed earlier, if the system seems at all threatening or at all 
tnghtening to them, and often it does, you could lose them They 
are not going to stay. You have to hook them in where they feel 
that It is an okay thing to do to come and get prenatal care. It is 
not a judgment on them. It is not where somebody is going to ask 
them questions about things that are going to scare them or hurt 
them. That has— that does not work on an assembly line. It only 
works through personal interaction through people that are trusted 
by the pregnant adolescent. 

Ms. Washington. Excuse me. I would just like to interject at this 
point, because I find it interesting that you would ask Dr. Brown 
and no reflection on her, questions around why she thinks people 
would not access human services when we have, Mr. Useni and 
myself, both here, as well as Carmen, who are direct providers out 
in the community, who could probably give you more detailed in- 
formation m terms of what is happening with the numbers of 
women who are coming into the clinics. She naturally sees them 
well after all the other intake information has already taken place. 
Most of the work that happens in terms of human services, in 
terms of helping them to access services, the barriers take place by 
the tir e or once they get to the doctor's office. 

Chairman MiLLiiR. The Question was— when she sees people as she 
relat^ her caseload, highly traumatized cases— the issue was what 
are these cases telling her, to the extent that they are, of why they 
are m that particular situation, which is different from why people 
aren t accessing at the front end. Ms. Washington, the only thing I 
want to say is that once you have gotten past the point of the 
beginning access, the other questions should have been referred 
otherwise. 

Dr. Brown. I would just like to say that for every patient I see, 
there are many, many more who do not make i: past what Mrs 
Washington is talking about. And I think I said in my statement 
that 1 do not think that these patients who do, through luck, or 
courage or fortitude, ever make it to the door to see me are unique 
It 1 thought this was a situation that involved three cases, I would 
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not be here today. This is for every patient I have here, I have to 
question myself literally how many hundreds — hundreds of young 
ladies are out there getting no adequate prenatal care, or none at 
all. And it is something that I live with very uncomfortably as I 
continue to practice medicine. 
Chairman Miller. Thank you. 

Mr. Coats. Dr. Weigel, you talked about a grant that the Board 
of Health has provided for the county. 
Dr. Weigel. That is right, sir. 

Mr. Coats. And that was specifically designed to practice 
care 

Dr. Weigel. No, sir. That was designed to provide prenatal care 
to the underserved. 

Mr. Coats. But it was set at a level to cover the costs of malprac- 
tice. 

Dr, Weigel. On a lawful basis, yes sir. 

Mr. Coats. Now, are you saying that if malpractice insurance 
costs were at a lower rate, those services would be provided and 
the state wou. ' not need to provide the incentive for them? 

Dr. Weigel. That is right, sir. 

Mr. Coats. Are there efforts undei vay in the medical communi- 
ty to deal with legislation in terms of the malpractice laws? 

Dr. Weigel. We have done that with the medical society for the 
last four or five years, trying to get a cap on the amount of mal- 
practice. It is well known in this state that if you want to get a 
high malpractice judgment, you either go to Madison County or 
Cook County. And you are seeing judgments for $7 or $8 million, 
on something that he probably was not negligent for. 

And so, the result of it is that malpractice insurance has gone up 
so high that most people— most obstetricians are thinking of quit- 
ting or moving to a state like Indiana, where it is only one third of 
what the same amoutit of coverage is in the State of Illinois. 

And every time we brought it up to the legislature, unfortunate- 
ly, the trial lawyers are lobbying against it, and it has always been 
turned down. 

Mr. Coats. What kind of a cap are you trying to 

Dr. Weigel. We are — I believe we are talking about a cap of a 
half million dollars. 

Mr. Coats. We appreciate the obstetricians moving to Indiana, 
but we probably are not producing babies fast enough to accommo- 
date all the obstetricians who want to move there. 

What are the prospects of legislative action in the next session? 

Dr. Weigel. I do not know. We try every year. It might be inter- 
esting. We have only started this program. We have got the ap- 
proval in the latter part of September from the county, so we are 
now implementing it. We already have 43 patients who have ap- 
plied for help. Most of them are in the f rst trimester, and I think 
this is important. 

Mr. Coats. This is a demonstration program for the county? 

Dr. Weigel. Yes, sir. I understand from the paper last night that 
DuPage County, our neighboring county which is very high in tax 
monies got a grant, but they are sending their high risk patients to 
Loyola. They are not being taken care of in their private physi- 
cian's office. 
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Mr. Coats. How much was your grant for? 

Dr. Weigel. We~$265,000, and the county matched it. 

Mr. Coats. Thank you. 

Chairman Miller. Mr. Durbin. 

Mr. DuRBiN. Dr. Weigel, are you saying that because of this 
Matching grant that medicaid mothers have no difficulty getting 
into the private physician's office, and how much is this grant for 
each delivery? 

Dr. Weigel. Approximately somewhere between $250 and $350. 

Mr. Durbin. So if an additional $350 was being paid by the De- 
partment of Public Aid, what you are telling me is that in Kane 
County, we would not be meeting here today. 

Dr. WiSiGEL. That is right, sir. 

Mr. Durbin. I would like to ask just one other question in order 
to try to get one point clear, and I want to make sure that I direct 
It in general to the folks that are in the community here. It is clear 
to me from what we have heard that we clearly have an education- 
al component here. That is teaching young mothers the critical 
need for them to get in and see doctors as quickly as possible. We 
have read and heard about programs where folks are actually out 
knocking on doors to get that message out. Right now the Depart- 
ment of Public Health told us this morning that they have got a 
TV and Radio campaign going on and they put posters up in of- 
fices, too, and they are suggesting to us that that community edu- 
cation program is going on. What is your experience? Is the State 
doing such a thmg? Is it adequately being done by any agency? 

Ms. Washington. To answer your first question, I think that you 
do have to do health education on every level, because most people 
only talk about health care when they— once they get pregnant. 
But health care is an ongoing issue that you have to help young 
women and young men understand the importance of making sure 
they are healthy during all of their formative years. And so in 
ternis of the active campaign that is out there, that is working, I 
think that without a doubt all of us within the infant mortality 
networks feel that we are making an impact. To what extent and 
to say to you that we have been able to make an impact and we 
know that x number of women and x number of men are actual- 
ly in the services, we cannot tell you that for sure. 

But give us one year, because we are now tracking it in such a 
way that we will be able to give you the statistical data in terms of 
how many of the young people who use provided health education 
to continue health education on an ongoing basis, and that is what 
we thmk will impact infant mortality, because we know it is not a 
one generation problem, but a two to three generation problem. 

Ms. Velasquez. I would say the same for our community. Not 
only are you dealmg with language, but in terms of culture or life- 

u uu ^f^^ ^^^^ certain things with anybody, 

so health educators are going to be more and more important to us 
as time goes. 

And talking about sex abuse, high school students, you do not 
know about that until it is really tiaumatic. And you do not say, 
hey, as in any other community, but there is an awful— there is a 
desperate need for education. That is why in one of our projects. 
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this Project Alivio that I am talking about, education is an essen- 
tial — it has to be part of our health care delivery. 
Mr. DuRBiN. I would— yes? 

Mr. Perkins. I would just like to add I think the public schools 
have to assume a greater responsibility in providing education to 
young people, because those are the formative years. Those are the 
years that young people are impressionable and gain their values, 
and I think public schools have to be getting into sex education and 
other related forms of health education. Kids need to learn very 
early, you may not have this problem of young women not going to 
the doctor, going early pregnancy, getting prenatal care if more 
education and understanding of sex was provided. 

Mr. DuRBiN. I might just say and I mentioned in this morning's 
hearing that we live half our lives in Washington, DC. You cannot 
turn on the radio or television in that town which has, according to 
statistics we have been given, the highest infant mortality rate of 
any City in the United States— you cannot escape their ad cam- 
paign, which is entitled 'Beautiful Babies Right from the Start.* It 
just keeps the message coming from every television star and 
movie star you can think of, sports figures, trying to convince 
young mothers to get up and go to the doctor as fast as they can. 
And frankly, I think that it is critical for a major urban area like 
Chicago to get the kind of information out that the Beautiful 
Babies Campaign is doing in Washington D.C. 

Dr. Brown. I just wanted to say it is too late when they come to 
see me. What you are talking about, and what you are talking 
about is what really matters. And by the time they come into the 
physician, it is a limited experience. I think there is a real need for 
a comprehensive educational program that expands over every 
aspect of society. And I think that would reduce what I am seeing 
and the fact that we spend untold millions of dollars in perinatal 
imits with sick, sick, babies, struggling to keep them alive, and we 
could start way before the mother is ever pregnant, and start that 
education and prevent that catastrophe before we have the result. 

Mr. DuRBiN. Thank you. 

Chairman Miller. Congressman Hastert. 

Mr. Hastert. Thank you, Mr. Chairman. I would like to start 
with Ms. Velasquez. You had some fairly good points in your testi- 
mony, and you truly came down to focus on some of the crux of 
what we are talking about this afternoon. When previous persons 
testifying talked about centering in the Church, we talk about edu 
cation here, in your community, what role do you think — is the 
church playing any role in this problem of— trying to solve the 
problem? 

Ms. Velasquez. Well, in the project I am in. Project Alivio, we 
are using— we are connected with a church-based organization, so 
we go to them— in fact, just a couple of Sundays ago to them in the 
Masses, making certain announcements. So they are taking an 
active part in what is happening here. They are looking for volun- 
teers from the di^erent churches. The kinds of things Jennifer was 
talking about. What role the volunteers have, and they have to 
come from our different communities, because if they do not, it is 
going to be another farce. 
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Mr. Hastert. In the community, do you access all those people, 
o"" a great percentage of people in that community' 
r»J!ti, S^"^- percentage, yes. The network of the 

Uiuroh Masses, and all the other activities that go on, are terrific, 
in addition to our organizations and our agencies, there is a whole 
BMkrf the Ya^ds^ communities of Msen, Little Village and 
Mr Haotert. So there is really a-and if you get the word out, 
M w*" ™®**°'ir°"*V**'®" start some of these projects. 

HpH?. Jj^i,"^; J^' ^ ^' ^« ^o^l^"? *^th other 
deliverers of health care, so we are within the vacuum. Dr. Brown 
IS one of the people here present. 

\^ interested in your testimony, too, 
and you talk about your background and you come from a family 
ot poverty or working ixwr, or whatever you 

Dr. Brown My Dad was an unemployed steelworker. I am sure 
you are familiar with the steelworker. 

Mr. Hastert. And then to be a doctor, it takes a unique person 
of perseverence to do that. How do we get other Dr. Browns in the 
process? Do you get paid enough? Do you waste away by the high- 
cost malpractice insurance? How do you survive' 
t ?^^?'^ r?^^ Family Practice Residency Program that I 
trained at at Cook County specifically solicits and tries to train 
people who are interested in taking care of the poor in both urban 
and rural settings. In my class, seven-eighths went to underserved 
areas, many of whom would have liked to have stayed urban, but 
^^rlT^f^ national health commitments, to go to rural areas. I 
can think of four individuals out of twelve who would have stayed 
m Chicago if it had been up to them. The classes aiming up 
through our program. And I see on the selections and pi -motion 
committee who chooses our residents, one of our main criteria is a 
commitment to care for the poor. We also acuvely solicit and en- 
courage mmority residents. 

u^'^Ku^ ^•"f.JlPPi"?.' and I think the years have proven. I do not 
have the statistics with me, nor would I probably be authorized to 

f fi??' ir^h^Y®"" y®^'^ o""" graduates have gone into the 
area, i think it takes a nurturing environment, I think it takes the 
philosophy, a belief that health care is a right not a privilege. Yet I 
know in this city that there is at least one area where that exists, 
and I am very proud to be part of it. 

Mr Hastert How long is your committment? How long before 
you burn out? We see Dr. Weigel over there who served the com- 
munity for 37 years. Are you 

^A^{ Brown. We have physicians in our department whom I 
admire greatly who have been at this for all oftheir professional 

^™ very good at taking care of my own personal re- 
sources, as anyone who knows me will attest and I have ways of 
df^ed^ ^ another issue that needs to be ad- 

I think my message to you today is I can tell you of dozens of 
£r^i!*"iT '^t*' yo"Pg and old who are trying desperately to deliv- 
er health care to the urban poor. And are committed to it. We 
cannot-the days are gone when I can go out and open a solo prac- 
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tice in the neighborhood my parents raised me in. I am unable to 

do that. I do look forward to 

Mr. Hastert. Why? 

Dr. Brown. I do look forward to working in community health 
centers that are federally funded. There are a number of our grad- 
uates that are very intimately involved with continuing it at Cook 
County. These are the opportunities our people are looking to, and 
those are fantastic settings. The job is being done. I marveled when 
I was in medical school. Everybody told me, you can't do that. You 
are unable to — go to the suburbs and practice there, because it is 
impossible to give good care to poor people on an individual basis. 
At Cook County in our residency, I found out it is not, but it ain't 
easy. And we need your help, your funding. We have the people. 

Also, when I went to medical school, I could take student loans, 
and I lived, in 1983, on $3,500 outside of my school expenses, in the 
State of Illinois, city of Chicago. However, I was able to live and to 
get the loans to pay luy tuition. The cost of educating physicians 
like mvself has soared. The loans have not soared. I think the door 
has effectively been slammed shut on lower middle^lass physicians 
such as myself, and I do not think that will bode well. I think an- 
other great opportunity would be to recruit people that have shown 
empathy, commitment and understanding of a lifestyle, because 
perhaps they, too, had lived it. Yet I do not see that happening and 
it makes me very, very sad. 

And so I put the ball back in your court. Funding Physicians in 
that way for education for the underprivileged and also the com- 
munity-based health centers have been — every time I am down 
there, I am overjoyed and enriched about how we can provide help. 

And I also think the ACEF program, I am familiar with that, 
and it is a fantastic program. There are people out there doing the 
work. We could use a hundred more of every one of those clinics, 
and we would still be busy 12, 15 hours a day. 

If you do not want us to burn out, ^ive us more of us. 

Mr. Hastert. Dr. Weigel, I appreciate you coming too, especially 
since you have been iii business for a lot of years. And I think you 
realize that we do not have all of the answers, and every part of 
the state, and every city is different in its problem. And certainly 
the work that you have done and the fellow doctors and pediatri- 
cians in your area are making a contribution, too, and I think it is 
interesting to see what your record is, so we will be watchirg with 
interest, and certainly appreciate your spending time with us 
today. And opening up this new area. 

Thank you, Mr. Chairman. 

Chairman Miller. How many family practice residencies in the 
hospital 

Dr. Brown. In terms of the urban care? 

Chairman Miller. No; how many are there in the country? 

Dr. Brown. I do not have the exact number. In Chicago, I believe 
there are eight or nine. But we are the only ones that take care of 
the urban poor. We are sort of unique throughout the nation, for 
being in an urban care-type setting. There are other programs set 
up to GD that, I am sorry I do not have those figures. 

Chairman Miller. There are not many programs for residents to 
specialize in family practice? 

er|c 1 : 9 
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Dr. Brown. It is growing. No, it is growing. 

Chairman Miller. It is growing, but it is still— 

Dr. Brown. I am sorry, but I do not have the data. 

Chairman Miller. Thank you very much for all— excuse me. 

Mr. Perkins. I just want to make one brief statement. There is 
another side of this problem which I do not think we elaborated on. 
And of course we have to improve the quality of health services, 
but that is just part of the problem. And until we improve housing, 
provide jobs and tackle some of these critical ^ocial issues in our 
communities, we can have the best health services, every child 
could receive prenatal and postnatal care and come back to these 
impoverished communities, and we would still have infant mortali- 
ty and infant morbidity. We have to address ourselves to the other 
problems that Commissioner Edwards touched upon today that are 
just as important in impacting this problem as the health problem, 
and I would like this Committee to— and this is why we say fund- 
ing is important. We want to say, well, we are providing funds, but 
you are not providing funds for the number of social service pro- 
grams that have been cut over the past 4 or 5 years. The high un- 
employment. I mean, it is just awesome. And those problems 
cannot be ignored. This is why we look at it as a total problem, in 
terms of the quality of life. 

I just wanted to make that statement. 

Chairman Miller. Well, we share your concerns and that is the 
purpose of this Committee. I am sure the members of this Commit- 
tee, after their four or five years of service on this Committee, more 
so than any other members of Congress, realize the total envi- 
ronment of low income and impoverished people in this coun- 
try. And at the moment we are just looking at this small little 
question of access of these people in their own communities to pre- 
natal and infant care, but I do not think anybody sits here believ- 
ing that we can deal with this in a vacuum. This is still an environ- 
mental problem for poor people in this— not just in the state of Illi- 
nois, but in the entire country. 

Thank you very much for your time and your testimony. The 
Committee stands adjourned. 

[Whereupon, at 5:25 p.m., the hearing was adjourned.] 

[Material submitted for inclusion in the record follows:] 
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Prepared Statement of James Cravens. M D , President, Illinois Chapter, AAP, 
H. Garry Gardner, M D., Vice President, Illinois Chapter, AAP, Vice Presi 
DENT, Chicago Pediatric Society 

Th« Illinois Chapter o£ zhe Aserican Academy of Pediatrics 
(AAP) and the Chicago Pediatric Society appreciate the 
opportunity to present our views on measures to alleviate the 
infant mortality crisis in Illinois. The Illinois Chapter of 
the AAP represents nearly 1,000 pediatricians throughout the 
state and the Chicago Pediatric Society nearly 600 
pediatricians in the Chicagoland area. Both are leading 
child health advocacy organizations in the state. 

In 1986, the infant mortality rate in Illinois stood at 
12.0%; 0.4% higher than in 1985 according to the Illinois 
Department of Public Health. Illinois' infant mortality rate 
is the highest among any northern state and is among the top 
10 in the nation. Subgroup data is even more disturbing with 
22 infant deaths per 1000 live births for blacks as compared 
to 9.5 for whites in 1984 according to the Children's Defense 
Fund. 

Rates of infant death are not evenly distributed throughout 
the population, infant mortality rates are known to be 
higher among low income segments of the population with 
limited access to health care and litti3 urderstanding of the 
benefits of early and preventive health care. Compromised 
nutritional status as judged by lower prepregnancy weight and 
lower weight gain during pregnancy is associated with poor 
pregnancy outcomes. 

Teenage mothers are also a high-risk group. Babies born to 
teens are at a higher risk of low birth weight, a leading 
factor in infant mortality. 

Although the causes of infant mortality are numerous and 
complex for these two high risk groups, a number of 
approaches are known to reduce the risk of infant death. 
Access to perinatal care and primary care for high risk women 
has clearly been shown to reduce the risk of infant 
mortality. Perinatal carm includes prenatal care, intensive 
services for high risk infants at birth, and appropriate 
follow-up care. Evidence unambiguously shows that prenatal 
care early on during pregnancy can reduce some factors 
leading to low birth weight, a major contributing factor in 
neonatal mortality. 

The state of Illinois hae the opportunity to increase access 
to perinatal care for low incomm women and infants. The 
Omnibus Budget Reconciliation Act of 1986 grants states the 
option of expanding Medicaid eligibility to poor pregnant 
women and infants whose incomes do not exceed the federal 
poverty level, in Illinois one half of the cost of these 
medical servicee will be paid with federal dollars. 
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Oov^nior Thoip«on r^c^ntly miqnmd SB 833 into Uv. Whll* 
thi« act author th« D«parta«nt of Public Aid to axtand 
Itodieaid •llgibility to pregnant vomxi axii infanta vhoaa 
faaily incosaa ara in %xc%%% of th^ atata' AfDC and 
Mdieally naady lavala but balov tha fadart povarty laval, 
it doaa not spacify an iaplwantation data or aligibility 
atandaxds. Tha Zllinoia Chaptar of lAa AAF and tha Chicago 
fadiatric Sooiaty urga tha Dapartaant of Public Aid to 
iaplaaant tha ascpandad aligibility option iaaadiataly and to 
aat tha incoaa raquiraaant fully at 100% of tha fadaral 
povarty laval. 

Expanding Madicaid aligibility to pragnant woman ia not tha 
only aaaaura naadad to incraaaa accaaa to parinatal and 
prlaary ea^a. Onca pragnant voaan and infanta attain 
aligibility, thay auat ba abla to racaiva quality aadical 
oara. Raiaburaaaant rataa for phyaiciana ara inadaquata in 
Zllinoia. Many padiatriciana liait thair participation or 
avan alaet not to participata in tha program bacauaa it ia 
finaneially infaaaibla. Padiatriciana do not hava tha 
axeaaaiva aalpractica praaiuma to pay that obatatricians do 
and ara tharafora aora likaly to participata in tha Madicaid 
program if faaa ara raiaad. 

A atudy oonductad by tha Aaarican ^^adaay of Padiatrica on 
padiatrioian participation in atata Madicaid programa batvaan 
i97a and 1983 ahovad that participation ia affactad by laval 
of raiaboraaaant, adainiatrativa coaplaxity, and ganaroaity 
of tha prograa in taraa of banafita. Tha analyaia 
ooneludaa that raiaing lavala of raiaburaaaanta, aimplifying 
tha papaxvork and procaduraa involvad, and axpanding 
banafita would incraaaa padiatrician participation. 

Zllinoia aay ba affordad tha opportunity to craativaly 
i^^rova tha participation of padiatriciana and obatatriciana 
in tha Madicaid prograa. Tha Madicara and Madicaid Budgat 
l iao n ciliation Aaandnanta of 1987 (HR 3188) containa a 
prdviaion to fund daaonat ration projacta to raduca infant 
Ml^lity and aorbidity by iap roving tha accaaa of aligibla 
yvagnaat voaan and ehildran to obatatriciana and 
lanatrloiana. 

Mm ty pae ox projacta tha'c could ba conaidarad if tha bill ia 
anaetad Includat improving raiaiburaaaanta, axpaditing 
valiiMiraaMnt, innovativa paymant aac aniaaa auch aa global 
|Ma for aatamity and padiatric aarvicaa, paying for aadical 
Wpra0tioa inauranca or aharing in liability riaka, 
m^iating adainiatrativa burdana in atibaitting claiaa, 
MinAtaaing continuity of covaraga and covaring madical 
^rvloai that ara naadad by high-riak pragnant woman and 
flVaata. ira uxga tha aambara of tha Salact Oiaaittaa on 
UjjU^taa Yo'ath and Paailiaa to aupport tha funding of thaaa 
^iP^Mbla daaonat ration projacta. 
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OpportunitUs to dttcr^as* infant mortality by increasing 
acc«ss to perinatal car« for pregnant women and infants do 
•xist in Illinois. It would bs a disgrace if our state did 
not take advantage of these options. Babies bom in Illinois 
are our future; we must invest in their health and well 
being. 
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ss?mJIis5^ nSffartS iof welfare case ssTiSj ssstg^ilSrijr^ 

fioalribiitiM !• jt Mdi rate of ^* ▼▼w*****^/ vwfw t, our «inly uAwft itim. M«k« it 



fioolribiitiiif !• Jt Mdi rate of ^ ^ iaovraMinly 

aillLd lAJlVft IIWIV/ wid«L 

I butiii— and ■cci m wiO in 



"^^ suits told here ---•-«^'v^<?-^-'»»: 



tlKMMtitate* Noflk ■ aUila LUlU liWlC «iiUMmMbylomriii(tlwaMor 

sSrSSSs r^s.'-^**"'^^ x«d-H..Du*.,D.ut, 

ZflS^^tMMaSl af iHiMUrii mid eootiiMM agTMd that mtdkal insuranot is 

fttTu? HttZr&iKt CaBiZittM >^ <^ r^ouDt of tb« aUto too hifh, but ha abo insbtod that 

^r%iUM» VMrtWtU PmIW raiaihanar^ut «>ta iscraaaad. tha tba laval of lUU raimbumment ia 

CO ChifcbtD. Youth wdP^^ ?«irf»»w*lbyBdwaidT.DuflV. too lo» and mt ba iaeraaaad to 

..^^^'^''^-fSrf^^^^'^' <»' Aid pnmda gnatar accaai to aanrka. 

iSIL^ .<»riMtfl>M.« "j f OmtML - Durya caOad thfe "aa iiaua for 

Chfldfaa'k llaMria3 Heapital ta ^lia coat of doi^ biainaM fbcd lUManalliaa * 

drMw nhjririaBM out of U|h riak IT a child aada up b a Moaatal 

I to pfaaatal apadtfttaa,* ha aaid. Thb traaa- faitaMhia cata oaiitar bauauaa of 

t aoiU Dowaatata^ btaa iulo Cmar practttfooan b ru- poor rnoatal cara for ka aotbar, 

„ jyridaaa aajr thqr rri aad bw popubrtna caotara. , , . aaid Durboi. "Tht eoat to tha tax- 

eaat affocd to pay thair bauraaca "I baUava that if thb daportmaBt pqnr b at baat 11.000 a day Cor as 

prmhMM aad abo aarva wtUan rabaa iu rataa without aona avacaia of about thraa waaka.*^ 




ERIC 



120 



Prepared Statement of Joyce R Scott, M.A , Executive Director, West Side 
Future, Chicago, IL 



As sou are clear h avare, due to the fact tnat \ou co^..^nec hearings in 
Illinois, ve are Ti^ng a serious situation vith Infant ^rtalitv. Once all 
of the statistics are related, ve are still left vith the q jest ion, Whv'' 
That i'^ for sane a particularly perplexing question in the cacmumtv that 
West Side Future serves, 

(Xir target area is Connunity Area f/28-the Near West Side of Chicago. 
Located vithin this area is the Medical Center Coraplex. It is comprised of 
three (3) major medical institutions. Each of these facilities is a Perinatal 
Center. In other words, thev provide the pinnacle of care to obstetrical 
patients and nevfooms. We also have vithin this cooinunity two snaller hos- 
pitals and mnerous clinics, as well as, one large medical facility that is 
two (2) blocks be>*ond our boundary. Yet and still, ve have the "highest" 
Infant Mortality rate in the entire city of Chicago. This area's statistics 
clearly validate the need for prograirung bevond medical i?sues. 

The state and city Departments of Health realized o\-er one year ago that 
nev and creative progranming was needed. Therefore, Infant Mortality Networks 
such as West Side F\jture were finded across the state. Each of the funded 
areas have soae special problem. In this community one of the factors is 
"Access" to care. Clients that we serve are frequently intunidated by or not 
knowledgeable regarding entr\* into these large institutins. We are attempting 
to address this through (a) educating clients regarding available serxices, 
(b) functioning as their advocates with services providers and (c) educating 
service providers regarding the needs of a population that exists m their 
"front yard". 

Although access to care is an iaportant factor, the primary factor in 
infant mortality is the "quality of life" that exists in this area. Those 
individuals who are at greater risk and whose infants are actual Iv dying 
are primarily residents fo the three (3) public housif« developaents. 
Approximately forty three percent (43X) of comminity residents live within 
OIA Housing. The predominant mabers reside within massive high rise struc- 
tures. Ihey face on a daily basis all of thf dangers and ills that have 
becone an integral part of public housing existence. TTiese are extreme 
poverty, inadequate nutrition, alcohol lan, drug abuse, depression, teenag'* 
pre^iancy and m ongoing litany of social ills. Although not always 
clearly aeen» these problems are the priaogeniture of infant mortality. 
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A •l*rming situation until we begin to address these problems 

IS^c^? f^'^ S'"*" '° a healthy infant if she ca;uK>t pay for or receive Quality 

■edical care, if she does not have an adequate diet, if she abuses alcohol or drugs and 
if the m»erou8 other negative situations exisf . When ym move beyond the intra-uterine 

!T »~ <^-n «e expicTsurvival or even 

£!? ^g^.T^ develO|«nt from an infant who returns to a hone without adequate 
o^i;r*'ii^°?i 'l"*i'**^i"*J5^; ^'J^ «ho Bay be using dnigs and with perhaps one 

ST^mI^ ili*"^'*^ ^ -l^o attempting to addresrthese 

probl«s. However, we require aaaistance fro« a nultitude of disciplines andorgamzatiL. 

^^'^iH'''^ '^A^'^'^u^ ^T""^^* " absolute requirement for success Each wo»i»a*i 
S^Lti^^S^rr^^i^t P""""^ xrregardless of ability to pay. This 

^r^~ rl\ ^rY^^ "5^? priorities fro« high-tech "after the fact" delivery 

«f rSIT5'^r."*^ functioning. We must also recognize and accept that Ihe 
^?ThI^wt ^ "''""^''^ ^ °P"°"^1 functioning 

i«rv>.JjirJ '° '^^^ ^^"^ providing an opportunity to discuss this very 

^ ^rlf^rL 7^" "^^''"''^ expressed a desire to present their state- 

^^li^iJlT attached prepared statements that were submitted to me for 

Sincerely, 



Joyce R. Scott, M A. 
Executive Director 
West Side Future 
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Prep/.iIEd Statement of Emile Beck, RN, MN, Public Health Nurse, Chicago, IL 

vy oer^onal and professional concerns regarding the re- 
lated i8su«9 of low birth weight, pre terra delivery, and infant 
mortality are profound, since, as a oractlcing public health 
nurse in Chicago's community area ¥2h, infant death (and the 
potential for "infant death) are a fact of daily professional 
existence. Quite ironically, this same community area contains 
the world's largest medical center, so that ''access to prenatal 

care" is not a major factor for my overwhelmingly Black and 

to a limited extent, Hispanic—population for whom my staff 
cares. The presence of such extensive medical/educational in- 
stitutions makes a mockery of our extremely high infant mortality 
rates, since the presence of sophisticated technology and literal- 
ly thousands of health care professionals are nearly meaningless 
to the iiipoverished wonen who live nearby. 

Despite those large medical gystems, the Doverty in commun- 
ity area ^28 is deeply pervasive. 44,000 residents live in 
three rr.assive Chicago Housini^ Authority complexes; these struc- 
tures are filthy, horribly-maintained, and sometimes dangerous 
and mo it residents seem truely powerless, by themselves, to affect 
any kind of positive change, "ounds of garbage, in which child-^n 
play, serious crime, and drugs are daily facts of life; existence, 
for the greater part, is stressful, -^iven the bleakness of the 
physical environment, there almost seems to be a gigantic "cube" 
of hopelessness and/or a community-wide shared depression that 
measures approximately 3.5 miles by one mile wide and extends 

upward for fourteen stories roughly the boundaries of the Henry 

Homer Homes, which I visit almost daily. Welfare, which ought 
to provide basic subsistence, actually becomes for prenatal 
patients, a non-nedical, socioecono!r.ic risk factor that, within 
this geographic context, practically guarantees an exceptional 
leveA of dead babies. We do not lack for either work or challenge. 

A major factor and problem for myself ani my staff is 
nutrition arong prenatal patients. It has been recently shown in 
the research, that the most significant factor in pre term birth 
Caccounting for 60^ of the increased risk of premature birtha to 

Black women) is the hematocrit level in effect, a measure of 

ane:nia. '.Ye do not have enough tiae, nor nearly enough staff to 
teach, to educate, and to follow-up as we would choose, consis- 
tent with our professional training and I am convinced that ie 

could make a considerable difference, had I enough caring nurses 
to work on the deceptively simple problem of nutrition. It amazes 
ae that the City and society provides enough policemen and fire- 
men, but not nearly enough public health nurses and, while we will 
not tolerate crime and fires, the society will tolerate an extrem- 
ely high level of dead children, which, in most Third World nations 
would be considered outrageous S Perhaps the v&jt irajority of 
Americans do not see the poverty, nor do they experience the pain 
and suffering that surrounds the death of a child, especially a 
poor child. 

Finally, I sjn deeply concerned that extensiv* financial re- 
sources are directed toward sophisticated technology, mainly in 
modern neonatal intensive care units, while very little money is 
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allocated to either prevention of pre term, low birth wel^rht 
dellverlee or directed to resources for community follow-up 
after hospital discharge, since the Infants Involved are at 

efficient use of 

public health nurses, certified nurse-mldwlves , and pediatric 
nurse practitioners could affect the problem (and In a very 
cost-efftctlvt manner). If public policy farorei this approach. 

Than'< you fcr the opportunity to make a written statement 
on thi«? very Important subject and my thanks also to Joyce 
pcott, r.^.W., who made the oooortunlty oossible. 



Emille leek, RN, :.!N, 
Public Health Nursell 
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Prepared Statement or Noreen M Sugrue, Director, Research and 
Evaluation, the Better Boys Foundation, Chicago, IL 

This committee is concerned with children — their health, 
education, and economic conditions. As such the concern also 
must be with families. For too long fathers have not been 



attended to when policies and programs designed to assist 
children have implemented. 

The quality of life and the services available to a child 
largely depend on the economic sta'Ms of her mother. 
Historically, legislative initiatives aimed at children also have 
been aimed at women. The structuring of policies m such a wav 
points to the reality that the status of a child is tied to the 
status of a mother. In order to improve a child's life, a 
mother's life also must be improved. 

The implication of and ideology tied to such legislation is 
that the father is present at conception, but not expected to be 
around after that. Oh sure we all want things to be different, 
talk about ways to make things different, anc try to encourage 
fathers to become viable and visible figures m the lives of 
their children. 

In reality all too many a tather is not part of his child's 
life after conception, and as such, short-term policies and 
economic initiatives to assist children must be structured with 
that m mmd . However, the long term policy and program 
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strategies must be structured to encourage ana support maxirrjum 
social, psychological, and economic support bv fathers in the 
lives of their children. 

The psychological benefits of htwing both a mother and 
father participate m a cm Id's life are well docjmented. 
Legislatior. which attempts to assist children yet penalizes such 
paternal participation can be charecterized as flawed, short- 
sighted, and detrimental to children. 

The economic well-being of a child is /astly improved when 
«. father is present. This is not to imply at economic 
assistance will not be needed if a father is present, all too 
often It will be. However, the family needing such assistace 
should not be penalized if dad is in the home full-time and/or 
economically contributing. 

So many of the programs concentrate on the motner-child 
dyad and forget that there is a father to be dealth with. A 
glaring example of this is how the pediatric AIDS epidemic is 
being handled throughout the country. While the overwhelming 
majority of pediatric cases are due to perinatal transmission, 
the programs that are designed to work with anc assist these 
chi dren are aimed at mothers and children; the father is ignored 
or forgotten. Even if the parents are not married, as is the 
situation in most of these cases, the 'e is a fathei tnat needs to 
be brought into the caretaKing and caregiving processes. 
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What I encourage this comniittee to do is handie the short 
term needs of children, hence women, but also begin to evaluate 
current programs and projects in light of how they seek out 
fathers, how they work with them, and how they encourage rathar 
than penalize their participation in all aspects of children's 
lives. Further, keystone to any new programs # projects, or 
legislative initiatives ought to be incentives for maximum 
paternal participation- Reaching out to fathers must become part 
of the overall strategy in improving the lives of our children- 

We have an administration that claims to have families as a 
priority — surely this is true, but only in a rhetorical sense. 
The increasing numbers of children who live below the poverty 
level, whose habitats are shelters, and whose health and 
educational needs are grossly undermet indicate that families and 
children are convenient for rhetoric, but that they are 
undeserving of dollars and services needed to ensure that they 
have a minimally acceptable standard of living. Since the early 
1980s there has been a dramatic decrease in the quality of life 
for a large proportion of the children living in the United 
States. This committee has to take the leadership in addressing 
the pioblems thit have beer around for decades, but because of 
current administration policies have become exacerbated since 
1980. That task is enormous and will not be completed within a 
short time period. 
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Heprese-tat-'.e Barnev TrarK -at i,'^iec --a* ir^z 
ac-nmis', ratic oei.eves tra\ lift* oec-rcs at concert, c ^-z : 
3t cirrn. T"e tas«<: fcr trcbe of m-c ^ct'k ar^ for 

cr.ilcren is to ensure tna . fro" concept. en en -zir^-^al -.ealf, 
ec-catior, l.-.ing, anc utr:t:cra: starcarcs are ^et for a.: 
cr.Icren. Ir acdition, policies and pr-gra-s ai~ec at assin-.-c 
cri:j:re'" Tuct .ncl^ce tctr. pare-ts. T^.e jrcerl^.rc iss^-z-^zr- 
mi-st oe that -c-n anc aac '*i:; oe presert tre l.fe of treir 
c-..^^. This .s net oe taKen as a na.ve state'-prt trat .arcr€>£ 
tne -.ign rate of acsentee fathers, ratner .t .s a cra..er.ce to 
our leacers tc oecir strjctjrirc: policier arc proora'-s whicr -.cr-t 
at ormcinc fatr.er- ir.to tre l.-.es or t^e^r c-:::'e^. 

So ^ar, zt tre .'^it.at^ves oet.::-'^o 'z .-rr^.t ir" :.\«f 
cm loren are cr^s^t oriver arc r^ac%-e. By t-at : -ea- t^at the 
prcgrans are oesisrea m res;^r ze to a crisis *it' tre -ooe r: 
^ar^mc off f-f^re crises. The *cric of '.his co-rittee ca- arc 
snculc b€ proactive, net reactive. 

>»hiie ^t *s tr-e that preventive precrra-^ appear -^cre 
5ive tha' prccra-s *r.cr. attempt tc 'fix' a proz.e-, cost 
anal.ses .roica'-e tnat prevent^-.e progra-s are zr.earer 
the long run. Cne need orlv exanne prcgrars that prevent a 
youth frcir beconirg pregnant, cropping o^it of school, or oecc-mc 



.nourisned tc redlize that for every Sl.CC spent or preverticn 
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trree tc ten times trat is savec ir. ter"s cf •"at it rfo-Ic cost 
tc 'f-x' tnose proclc^s later cr. 

T^»e ccTjTitmert to inc^-c^rc fatners arc zesiarir.g proactive 
preverticn programs rfillr in tne Icrc r -r » dc the T.cst fcr an 
mciviG'-al cr 1 la, a famly, ar.d scciety. It is ^rc-rxient -pen 



this ccmrittee to get others to frare q-esticr.s and sclu-icns 



crises ratner thar repair a crisis — ar.s tc str^ctjre policies ar.c 
prccrc'-s •ays that are ccr sistert •itr this perspective. 
Thanx %cu. 




^r.cluce t^c parerts arc •*-ich prevent a 
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Prepared Statem;::nt of Kathleen Kostelny, M A , and James Garbarino, Ph D 
Erikson Inst.^ute for Advanced Study in Child Development, Chicago, IL 

In the United Spates, death in the first year of life brir.cs 
develcrrer.v to a- abrupt halt fcr sore than 40, COO children 

» annually. The ir.fant Bortality rate in the United States in 1966 

was estinated at 10.4 per 1,000 live births. This figure nay 
seen low in contrast to the rates observed in nost underdeveloped 
countries Ce.g., 108.2 in Haiti, 143,4 m Ethiopia, and 204.8 in 
Afghanistan) , fcuc is higher than those in other developed 
countries. The V.S. tied for last place m a rarkir.g cf 2 0 
developed cour.tr.es for the years 198 0-195 5. According to the 
U.S. Surgeon General, given the United State's current state of 
7.edical )cnci^led9e and technology, the infant rcrtality rate 
should be no higher than 9.0, So&e nations have surpassed even 
that figure: Sweden, Japan and Finland have rates of 7,0 or less. 
Nationally, the infant aortal ity rate is approximately twice 
as high for black infants (at 19.2) as it is for white infants 
(at 9.7). Illinci«' rate of 12.4 is the highest of any northern 
industrialized stite ?nd brea)cs down to 21,4 for black and 9.7 
for white infants. Moreover, Chicago has one of the highest 
infant mortality rates in the country. In a study of the 2 2 
largest metropolitan areas in the United States (cities of 
SOOfOOO-f population) Chicago had the fifth highest rate after 
Washington D.C., Detroit, Cleveland and Beltiaore. Aa^ng Chicago 
coaaunities, infant mortality rates vary draaatically . In 1985 

* they ranged froa 0 to 79.0. Chicago's overall rate of 16.5 (11.3 

for white infants and 22.4 for black infants) represents a snail 
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increase for 1565, following only a small declire m the irfart 
scrtality rate since 1981. This reflects a r.atic':al trerd: a 
slewing sewn of progress m red-cir.g irfart rcrtality sirce IrSl, 
after two decades of a steady, sustained, and significant 
decline. 

Aside fron merely recording deaths, ir.fant mortality rates 
are useful indicators of the q-jality of prer.atal a'^d rerir.atal 
care for mfar.ts, and ser'/e as indirect indices cf potential 
developmental disabilities, a ccrin^r.ity 's infant health, and tre 
level of child abuse and neglect (Xargolis, 1987) . Infant 
loortality has been associated with desocraphic characteristics 
such as maternal age, socioeconcric factors such as poverty, ard 
public health probleas such as the lack of adequate prenatal 
care. A primary risk factor of infant mortal it> is low birth 
weight, which directly affects the fetus* chance of survival, 
while secondary risk factors such as youn/ maternal age are 
demographic characteristics. Furthermore, tertiary risk factors 
involving types and access to health services reflect coraunity 
level influences. Thii identifies the problem squarely within an 
ecological framework, as micro-, meso-, exo- and macrosystem 
influence! sre clearly evident (Garbarino and associates, 1962). 

One of the strongest correlates of infant aortal ity is low 
birthweight. The National Infant Hortslity Survey found that the 
■ost iaporrant single predictor for infant survival was 
birthweight, with an exponential iaproveaent in survival by 
increasing the birthweight to optiaua level, it has been 
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estimated that infants of low birthweight are 40 times ir.ore 
likely to die in the first month of life than infants of normal 
birthweight, accounting for more than 60% of all deaths in the 
neonatal period (Samuels, 1985). The U.S. ranked behind 17 other 
industrialized countries with 6.7% of all births being low 
birthweight (e.g., Sweden and Finland's percentages were 3.6 and 
3.9 respectively). Mortality due to prematurity reflects pre- 
existing biologic conditions of the mother, inadequate pre-natal 
medical care, and adverse physiological changes. All are linked 
to the quality of the mother's social environment. Although 
there has been success in improving the survival of lov 
birthweight infants, this achievement has not been accompanied by 
a parallel decrease in the frequency of low birthweight — the most 
important determinant of infant survival. 

Teenage mothers are especially at risk for giving birth to 
low birthweight infants. The U.S. ".ed the industrialized world in 
1983 in this category, with 13.7% cf all births occurring to 
mothers under 20 years of age. The birth rate for women aged 15- 
19 in the U.S. was 54 per 1000 compared to rates of 7 per 1000 in 
the Netherlands and 8 per 1000 in Switzerland (Miller, 1987). 
Infants born to teenage mothers are 1.4 times more likely to be 
of low birthweighw than those born to older mothers, and neonatal 
mortality rates for infants of teen mothers are 1.5 times higher 
than for mothers over 20 years of age (Samuels, 198S) . 

Immature teenage mothers are especially at risk from both 
biological and socioeconomic factors. Biological problems 
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Includs thm tmmnmqm nothara* phyaiological immaturity for 
pregnancy and thair nutritional naada for thair own growth that 
compata with thoaa of thair fatusaa, Incompiata cducatic.i and 
raducad lavala of aconomic wall baing ara aona of tha 
aocioacononic riak factora. Additionally, tha tandancy cf 
taanag^ aothara to avoid aaaking pranatal cara aarly in tha 
pragnancy or avan at all, contributaa to a high rata of low 
birthwaight and diaablad infanta. 

Nationally, t'.ia laading causes of infant mortality of 
children laaa than 1 yaar of aga ara congenital anomaliea 
(21.3%), eudden infant death eyndrona (SIDS) (12.4%), reepiratory 
related dieeaeee (9,5), and low birth weight/prematurity (8,5%). 
In Chicago, however, a different pattern energea — the leading 
cauaee of deeth ara low birth weight (52,8%), eudden infant death 
eyndrona (19.8%), congenital anomaliea (14,9%) and respiratory 
related dieeaeee (5.7%). Chicago hae a higher percentage of low 
birth weight infenta— 9.6% compared to 6,7% nationally in 19B4, 
Even mora alarming ie that the number of infants dying due to low 
birth weight in Chicago ie more than aix tinea the national 
average. Theat diaturbing figures point to the need for an 
enelyeie daeigned to illuminate the origine and correlatee of 
Chicego»a etatue aa a high riak environment for infante. 

The Chicago Department of Health conducted en anelyeie that 
identified Chicago comnunitiaa at higheet riek of infant 
mortality end in greateet need of earvicaa. Birth rates, 
prematurity rates, ratee of birthe to teenagere, AFDC recipients, 
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and infant mortality rates for the period 1979-1983 were 
examined. As a result, nineteen communities with the highest 
"need index" for maternal and child health services were targeted 
as being at greatest risk. These communities are part of the 
Infant Mortality Reduction Initiative for the State of Illinois, 
a project with the stated goal of reducing infant mortality to 
9,0 by the year 1990, 

Our analysis differs from the Chicago Department of Health 
study in three respects. First, it conceives of risk as more 
than simply the sum of infant mortality rates and predisposing 
factors, secondly, it examines trends in infant mortality rates 
in order to make statements about the stability of communities ds 
social environments for child bearing. Thirdly, it examines 
community level factors as possible explanations for different 
patterns of infant mortality. 

Our pitfvlous research has ge-. ated a model which 
incorporates vwo meanings of risk (Garbarino & Crouter, 1978a; 
Gjrbarino t Sherman, 1980; Garbarino, Sc lellenbach , & Kostelny, 
1987; Garbarino, 1987), In identifying high ar. * low il-v areas 
for child maltreatment based on the socioeconomic and denoqc^f. ilc 
characteristics of communities, the model looked not only at 
absolute rates based on actual incidence in a given population, 
but also at rates that were higher or lower than ^ould be 
is..oected in the context of what is known about a community's 
socioeconomic and demographic constitution. For example, two 
communities might have the same actual child maltreatment rate. 
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Or* coMiunity how«v«r, night ba labalad "high ri«k" because its 
r%f axCMdad whit it "•hould b«»« g. an ita •ocioeconomic and 
dimogriphic character i«tic«. In contrast, the other wouli be 
labeled "low riek** beceuee ite rate lower than what would be 
"expected**, given ite eocioeconoioic and demographic profile. 

Building on thie «odel, the preeent reeearch focueed on four 
wajor ieeuee: (x) which communitiee ehow etability in actual 
infant nortality ratee; (2) which communitiee show stability in 
"predicted" infant mortality ratee when eocioeconomic and 
demographic veriablee are coneidered; (3) which communities show 
etability in predicted ratee of low birthweight a. id births to 
teenagere given their eocioeconomic and demographic profiles; and 
(4) what community level factore might explain anomalies in 
comparieone of predictf 1 end actual rates, after accounting for 
the demographic impact of teen birth retee and low birthweight 
ratee. 

METHODOLOGY 

In the present etudy, actual infant mortality rates were 
firet tabulated for Chicago's 76 community areas for each year 
during the period 19t0 to 1985. Each community area wae aseigned 
to one o£ three categoriee for each ye«r. The firet category 
(low actual risk) had ratee that were et or below uhe national 
average for each o. the eix years under coneideration, the eecond 
category (average actual riek) had ratee thet ranged from above 
the national averege up to and including the average for Chicago, 
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and the third category' (high actual risk) had rates which were 
above the a^ -^rage for Chicago, 

Lov Risk Average High Risk 

1980 <12.C 12.6-20.7 >20.7 

1981 <11.9 11.9-18.9 >18.9 

1982 <11.5 11.5-13.6 >18.6 

1983 <11.2 11.2-17.6 >17.6 

1984 <10.7 10.7-16.4 >16.4 

1985 <10.6 10.6-16.5 >16.5 

Kext, trends for infant mortality rates throughout this six- 
year period were analyzed for stability. This trend analysis is 
particularly important because the relatively snail numbers of 
deaths involved aean that even saall fluctuations in the number 
of irfant deaths can have a great effect on the rates. This is 
particularly true for the smaller areas (i.e., population of 
15*000, with 400 live births, where a 10.0 per 1000 rate means 
there were 4 deaths, but the addition of only 2 deaths raises the 
rate to 15.0 per 1000.) The highest actual n\Uiber of deaths of 
any coiBunity for a given year during the period studied ^as 77. 
k Chi square t«st was perfoned to see if the distributio* »^f 
coHHunities in thm three categories differed from chance. 
CoBBunitiee which exhibited patterns more oftc^n thtn expected by 
chance, i.e., occurring in at least three of tvi. si^ yea*s, 
vere considered to be stable, and were included in one of the 
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following categories: 



Lcm actual rates of infant nscrtality for at 
least 3 out of 6 years « 

H-lfi'^'' Average actual rates of infant aortal ity for 
at least 3 out of 6 years 

III-IM-A: High actual rates of infant Mortality for at • 
least 3 out of 6 years 

Second, to determine predicted rates for comnunities, 

multiple regression analyses were conducted with infant mcrtaiity 

as the dependent variable and nine socioeconomic and demographic 

factors as independent variables. The nine independent variables 

obtained from the 1980 census were: 

1) BlacX: Percentage of population who indicated their race 

as blacX, negro, Jamaican, blacX Puerto Rican, West 
Indian, Paitian or Nigerian. 

2) Hispanic: Percentage of populatic who indicated Mexican, 

Puerto Rican, Cuban or other Spanish/Hispanic origin. 

3) Poverty: Percentage of faailies living belDW the poverty 

level, e.g. $7,356 annually for a family of 4 in 1980 
dollars. 

4) Affluence: Percentage of families having annual incomes 

above $30,000 in 1980 dollars. 

5) Overcrowding: Percentage of households having more than 

one person per room. 

6) Feaale-Headed Households: Percentage of households with 

children headed by woMn. 

7) Transience: PercMitage of families Xivina in present 

hone ittss V\Mn 5 years. 

•) Uns^ployaent: Percentage of persons in labor force who 
are not working. 

9) Education: Itodian education level. 

The availability of socioeconomic and demogra^ic data for 
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only one year is a Imitation of the present analysis. Moreover, 
changing comnunity conditions in the period 196 0-19B5 are net 
reflected m tr.ese data. One reasjre of hcv sericjs zhe prczler 
night be for the analysis is to determine whether or net the 
predict!. e power of the aultiple regression analysis (as fvident 
in propoition of variance accounted for, R^) decreases as the 
socioeconomic and demographic data "age" from 19BC-1985. The 
shews the folleving pattern: I960: .35; 198:: .45; 19E2: .69; 
1983: .<7; 1984: .61; 1985: .49. This reassures js that aging cf 
the socioeconomic and demographic data is not a ma^cr problem f cr 
our analysis. 

For each community, the analysis generates a predicted 
infant mortality rate plus its confidence interval. To be 
included in high or low risJc categories, the difference between 
the observed and predicted rate had to be at least twice as large 
as the standard error of the mean (e.g., if the predicted rate 
was 14.2 and the standard error of the mean was 1.9, the range 
would be 10.4-18.0). As with the actual infant mortality rates, 
communities which showed patterns of stability for at least 3 of 
the 6 years were assigned to the following categories: 

I- IM-P: Lover than predicted infant mortality rates for 

at least 3 out of 6 years 

II- IM-?: Within thtt predict J range for infant 

mortality ratss for at iMst 3 out of 6 years 

III- IM-P: Higher than predicted infant mortality rates 

for at Ittast 3 out of 6 years 

Two additional variables were examined — rate of births to 
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tstnag* nothtrt and rat« of low birth weight infante. First, 
actual r»t«« wara aKaminad and aaaignad to low, averaga or high 
riak categories uaing the method described for infant mortality. 
The rangaa ware aa followe for birthe to teenagere: 

4 





Low Riak 


Average 


High Risk 


1980 


< 15.6 


15.7 - 


18.5 


> 18.5 


1981 


< 14.8 


14.9 - 


17.9 


> 17.9 


1982 


< 14.2 


14.3 - 


16.9 


> 16.9 


1983 


< 13.7 


13.8 - 


16.5 


> 16.5 


1984 


< 13.1 


13.2 - 


16.5 


> 16.5 


1985 


< 12.8 


12.9 - 


15.7 


> 15.7 


For 


low birth wsight 


infante 


the rangee wfsre: 




Low !^i4k 


Average 


High Risk 


1980 


< 6.8 


6.9 - 


9.5 


> 9.5 


1981 


< 6.8 


6.9 


9.5 


> 9.5 


1982 


< 6.8 


6.9 - 


9.5 


> 9.5 


1983 


< 6.8 


6.9 - 


9.2 


> 9.2 


1984 


< 6.7 


6.8 - 


9.6 


> 9.6 


1985 


< 6.8 


6.9 - 


9.4 


> 9.4 



Multiple regreeeion anelyeee were then run with the eene 
nire demogrephic and eocioeconowic variiblee; firet for teenage 
wothere, and eecond for low birthweight infente. The eane 
anelyaie of riek aeeignnent and trende over time waa applied to 
ratee of both teen birthe and low birth weight babies. The 
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citagoriaa includad: 

I- TB-P: Lowar than pradictad rataa of teen birtha for 

at least 3 out of 6 years 

II- TB-P: Within the predicted range for teen birthe for 

at leeet 3 out of 6 yeare 

IIX-TB-P: Higher than predicted ratee of teen birthe 
Zor et leeet 3 out of 6 yeare 

I- LBW-P: Lower than predicted ratee of low birth weight 

for 3 out of 6 yeare 

II- LBK-P: Within the predicted range for low birth 

weight for et leaet 3 out of 6 yeare 

III- LBH-P: Higher than predicted ratse of low birth 

weight for at leaet 3 out of 6 yeare 

RESULTS 

Actual infant mortality rates for the 76 Chicago communities 
ehoved thet 21 comnunitiee fell into the low riek category, 15 
couunitiee fell into the 4vsrege riek category, and 39 areae 
fell into the high riek cetegory. one community area fell into 
the both the low end high riek category. For low birth weight 
rates, 30 connunitiee fell into the low riek category, 14 into 
the everege riek category, and 32 into the high risk category. 
Per ratee of birthe to teenage mothere, 34 communities fell into 
the low riek cetegory, 5 into the average riek category, and 37 
into the high riek cetegory. 

Fifty-three (69.71) of ell 76 comnunitiee examined ehowed 
infent mortelity retee within the predicted range (II-IN-P) for 
their connunitiee. of the 23 comnunitiee not explained by these 
socioeconomic and demographic variablee, 11 (14.51) were in the 
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low^r than predicted ri»k category (I-IM-P) , 6 (7.9%) were in the 
higher than predicted risk category (III-IM-P), and in 6 
communities rates could not be assi- ned to a category because 
thsy did not occur mors or less than by chance, indicating 
aabiguous data or changing cosinunities. Chi square was 
significant at the .001 level indicating that the distribution of 
conuRunities to risk status differs from chance. 

In the 11 communities in the lower than predicted risk 
category, 9 communities also had low actual rates, l community 
had average actual rates, and 2 communities had high actual 
rates. Thus, even though these 2 communities were high risk 
compared to Chicago's overall actual rate, they were low risk 
when compared to communities with similar socioeconomic and 
demographic characteristics. Identifying such anomalies is cne 
important function of our analytic strategy. 

In the 6 communities where the infant mortality rate was 
higher than predicted, 2 also had high actual rates, 
encompassing both definitions of risk. Two other communi^;ica had 
rates that fell in both the low actual and high actual 
categories, and 2 did not occur in any of the categories for at 
least three of the six years, exhibiting a fluctuating, unstable 
pattsrn. 

The Rultipls cor rslat ions of socioeconomic and demographic 
conditions with births to tsens and low birth weight were very 
high: ranging froa .94-. 96 for births to tsenags mothers, and 
.91-. 94 for low birth weight infants over this same six-year 
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F«rioa. (T«bl« I) Additiontlly , corr«lation« between infant 
mortality end birtht to tttnagtrt ranged from .65-. 9$; between 
infant nortality and low birth weight fron .91-, 97; and between 
birtha to taanaga aothara and low birth weight infanta, .96-. 97. 
(Table II) 

Thaaa two varieblee followed patterne einllar to predicted 
infant mortality retee for 53 of the 76 community ereaa. For 22 
ereee, both birthe to teene and low birth weight infante fell 
into the eene rirk cetegory ee infent mortality; for 19 areae, 
low birth weight wee in the earn* category ae infant mortality, 
end for 13 araee, birthe to teene fell into the eame category ae 
infent nortelity. of the remaining 23 communitiee, 11 
comaunitiee were etill within the predicted renge for infant 
wortelity (heving been expleined by eocioeconomic end demographic 
dete), 6 could not be eeeigned to e riek category becauee of 
fluctueting dete, while 3 were in tho lower than predicted 
cetegory and 2 were in the higher then predicted cetegory. 
(Tablae III end IV) 

In 4 of the 6 areae where infant mortality was higher than 
predicted (III-IM-P), higher than predicted rates of birthe to 
teenegere or low birthweight offer poeeible explanetione. One 
eree wee oxpleined by low birth weight, two ereee were eccounted 
for by birthe to teenege »othere, and in enother eree, both birth 
to teenego sothere end low birth weight expleined ite rete of 
infent aortelity. 

Moreover, 9 of the 11 lower then predicted riek areee for 




ERIC 



142 



infant Mortality (I-IM-P/ May be explained by lower than 
predicted rates of ter* births or low birthweight (I-TB-P and I- 
LBW-P) . Two of these lower than predicted in: int nortality areas 
also had both lower than predicted births to teens and low 
birthweight rates, while four areas fell in the lower than 



predicted teen birth category, and 3 fell in the lower than 
predicted low birth weight category. 

For exanple, two adjacent comaunities Avalon Parle (area f45) 
and Burns ide (area 147) have similar socioeconooic and 
demographic variables, (e.g. 88-96% black, 32-40% female headed 
hoses, 10-15% below poverty level) and fall into the high actual 
risk category. However, Avalon Par)c has infant nor't.aiity rates 
which place it in the lower than predicted risk category while 
Bums ide is in the higher than predicted risk group. Thu" 
although both conunities have soatt of the highest infant 
mortality rates in the city, Avalon Park's rate "should be" even 
higher, while Bumside's "should be" even lower given their 
demographic and socio-economic characteristics. 

Both deviations from the predicted range may be attributed 
to the pattern of rates of births to teenage mothers, with lower 
than predicted rates in Avalon Park and higher than predicted 
rates in Bums ide. 
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Avalon Park (Area <5) 





Actual IM 


Predicted IM 


Actual TB 


Predicted TB 


1980 


27.2 


17,4-30.2 


22.8 


19 , 8-24 


. 8 


1 QQ1 


55 , 0 


26. 8-40. 4 


17.5* 


18,0-22 


.6 


1982 


16. 3* 


18,1-26.5 


24.5 


17.9-23 


.1 


1983 


15. 9* 


18.8-29.6 


14.8* 


17,7-23 


.1 


1984 


11.3* 


13.9-22.7 


20.:: 


17.8-22 


.5 


1985 


26.0 


15.9-29.9 


14.6* 


17.0-21 


8 






Burns ide (Area 


47) 








Actual IM 


Predicted IM 


Actual TB 


Predicted TB 


1980 


49.4* 


26.5-42.5 


32.1* 


21.0-28.4 


1981 


49.4* 


20.8-38.0 


22,2 


18.7-24.5 


1982 


26.3 


19.7-30,5 


22.4 


16.8-23.4 


1983 


15.2 


17.1-30.7 


30.3* 


18.2-25.0 


1984 


14.5 


14.2-25.4 


36.2* 


20.6-26.8 


1985 


63.3* 


25.2-42.8 


31.7* 


20.1-26.5 



Four other connunities adjacent to each other on the 
northwest side of Chicago are in different risk categories for 
infant Mortality, and require different explanations. The 
comunities of Montclare (area #18) and Hersosa (area #20), fall 
into the category of higher than predicted risk for infant 
■ortality. Both comunities reflect instability in terns of 
actual rates: Montclare falls into the low risk category for 3 of 
the 6 years and into the high risk category for the other 3 



I IS 

ERIC 



144 

years. Hermosa has rates in the low, average, and high risX 
categories for two years each. In Kontclare, higher than 
predicted infant mortality rates can te attributed to higher tr.a 
predicted low birth weight rates, while Henaos^'s higher than 
predicted infant mortality rates can be attributed to higher tha 
predicted rates of births to teenage mothers. 

Kontclare (Area 18) 





Actual IM 


Predicted IM 


Actual L3W 


Predicted 1 


1980 


28.3* 


11 


.1-19.5 


3.8 


5.0 - 6.4 


1981 


20.4* 


9 


7-18.5 


9.2* 


5.1 - 6.7 


1982 


9.2 


5 


7-11.3 


7.3* 


5.8 - 7.2 


1983 


31.6* 


8 


6-15.6 


4.2 


5.0 - 6.4 


1984 


0 


6 


7-12.5 


9.4* 


5.5 - 6.9 


1985 


0 


1, 


8-10.8 


6.1 


4.6 - 6.4 



Hersosa (Area 20) 





Actual IM 


Predicted IM 


Actual TB 


Predicted 


T3 


1980 


24.2* 


9.4-19 


4 


19 


.9* 


11.6 


- 16 


2 


1981 


10.5 


6.3-16 


9 


14 


4 


12.2 


- 15 


8 


1982 


14.5 


10.3-17 


1 


14 


2 


10.4 


- 14 


4 


1983 


16.1* 


6.5-14 


8 


14 


5* 


10.0 


- 14 


2 


1984 


8.1 


lO.S-17 


3 


14 


9* 


11.0 


- 14 


8 


1985 


21.3* 


6.1-^6 


9 


11. 


4 


9.9 


- 13 


7 



Th« comunities of Dunning (area 17) and Belaont Cragin 
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(area 19), are similar in socioecononic and demographic makeup, 
(e.g. both 901 white, 10-15% female headed households, and 3-4% 
below poverty level) and both have low actual rates and lower 
than predicted rates for infant mortality. In Dunning, the 
infant mortality rate can be explained by a lower than expected 
birth rate to teens. However, Belmont Cragin is an anomaly as 
the teen bi^th rate as well as the low birthweight rate are 
within the predicted range and thus do not explain this area's 
higher than predicted infant mortality rate. One possible 
explanation is the high proportion of participation in prenatal 
education classes by expectant mothers at a nearby hospital where 
the maternity ward nurse reported that over 90% of mothers 
delivering at this hospital participate in the program. However, 
further Investigation is needed to determine other possible 
sources of enrichment to the community which would also have a 
positive effect on infant mortality rates. 



Dunning (Area 17) 





Actual IM 


Predicted IM 


Actual TB 


Predicted 


1980 


9.4 


10 


A - 


18.0 


4 


1* 


6 


3 


- 9.7 


1981 


8.7* 


9 


0 - 


17.0 


6 


4* 


7 


1 


- 9.9 


1982 


2.9* 


4 


6 - 


9.8 


7 


5 


6 


2 


- 9.2 


1963 


2.4* 


7 


2 - 


13. e 


3 


8* 


4 


5 


- 7.7 


1984 


8.1 


5 


5 - 


10.7 


2 


6* 


4 


9 


- 7.9 


1985 


12.8 


1 


4 - 


9.8 


2 


1* 


3 




- 6.8 



> 
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Balncnt Cragln (Araa 19) 





Actual 


r«dict«d 


Actual 


Pradicted 


Actual 


Predicted 




IM 




IM 




TB 


TB 


LBW 


LBW 


1980 


9.6 


13 


.3-21 


3 


9.4 


8. '^-11.6 


5.6 


V • o— / • u 


1981 


4.7* 


8 


.7-17 


1 


7.4 


8.4-11.2 


4.7 


4.8-6.4 


1982 


6.2* 


7 


5-12 


7 


6.4 


6.5-9.7 


4.7 


5.7-7.1 


1903 


7.6 


7 


4-14 


2 


6.3 


5.7-8.9 


6.5 


5.0-6.4 


1984 


7.3* 


7 


9-13, 


5 


7.0 


6.7-9.7 


6.2 


5 "'-7.1 


1985 


6.0 


4 


3-13 


1 


8.? 


5.6-8.6 


9.2 


3.8-5.8 



DISCUSSION 

For coMBunitiM not •xplaln«d by th« above socio-econrmic 
•nd d*»ogr«phic vsrlablM included in th« multiple regression 
analyeie, or the additional factor* of low birth weight and 
birth* to teens, we can turn to idiosyncratic community level 
factors that nay account for the findings. 

Three additional communities were anomalies, not explainec* 
either by the nine demographic and socioeconomi-: variables, or by 
rates of teen births or low birth weight-. Two of these 
communities. West Elsdon (area 62) and Grand Boulevard (area 33) 
were in the high risJc category (iii-im-P) and one, Chicago Lawn 
(erea 66) , was in the low ric^. category (i-iM-P) . 

While the two communities of west Elsdon and Chicago Lawn 
lie neer each other in the southwest part of Chicago, and show 
similar sccioeconomic and demographic characteristics (e.g., +801 
white, 13-18% female headed households, median education level of 
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12.1, and $21, 000-$23 , 000 median income) they exhibit very 
different profiles in terms of infant mortality, births to 
teenagers, and low birthweight infants. Although west Elsdon had 
low actual i ifant mortality rates, these rates were nevertheless 
higher than ©xpect^d despite lower than predicted rates of birthi 
to teens and low birthweight infants (Ill-IM-P, I-TB-P, I-LBW-P) . 
West Elsdc n (Area 62) 





Act 


IM 


Fred IM 


>ct TB 


Pred TB 


Act 


LBW 


Pred LBW 


1980 


52 


6* 


12 


3-19 


7 


4.6* 


6 


9-10.3 


7 


.2 


5 


2-6.3 


1981 


7 


5 


9 


1-17 


1 


10.5 


7 


8-10.5 


4 


.5* 


5 


1-6.5 


1982 


8 


0 


5 


9-11 


1 


4.8* 


6 


5-9.5 


4 


.8* 


5 


7-7.1 


1983 


37 


9* 


7 


1-13 


5 


5.3 


4 


7-7.9 


8 


.3 


4 


8-6.2 


1984 


15 


3* 


6 


9-12 


1 


9.9 


5 


8-8.8 


3 


.8* 


5 


5-6.9* 


1985 


7. 


9 


2. 


8-11. 


2 


3.2* 


4 


4-7.4 


3 


.2* 


4 


6-6.2 



Conversely, Chicago Lawn had lower than expected infant 
mortality rates, (although actual rates were in the middle 
category) , despite higher than predicted rates births to teens 
(I-IM-P, III-TB-P). 







Chicago Lawn 


(Area 66) 






Actual IM 


"Predicted IM 


Actual TB 


Predicted TB 


1980 


12.4* 


12.9-20.5 


15.8* 


9.8-13.2 


1981 


9.3* 


9.7-17.7 


14.7* 


10,2-13.0 


1982 


22.9 


9.9-15.1 


12.2* 


8.9-12.1 


1983 


14.9 


9.7-16.1 


12.4* 


8.5-11.7 


1984 


6.3* 


9.6-14.8 


11.4 


8.6-11.6 


1985 


9.2 


8. t-16.9 


10.4 


8.2-11.2 



> 



erIc 



!-2 



148 



In d«vtloping a hypothaaia to account for thfa discrepancy 
wa turn to local hiatory. Chicago Lawn haa been undergoing 
tranaition over tha past dacada (ainca the 1980 census) . 
PriMrily a working claaa, aacond and third generation eaatern 
Europeen cosuBunity, it has aeen an influx of blade, hispanic and 
Arab pppuletions in pert of the area. Thie demographic change 
could explain the higher than expected teen birth rate (black and 
hiepanice have higher teen birth ratee in other Chicago 
connunitiee) . But the area 'a statue as low risk for infant 
mortality requiree explanations beyond einple demography. One 
poesibility euggeeted by an informal interview with a nurse on 
tha maternity ward of a larg% community hospital in the area, is 
the utilization of parenting educetion and eupport programs by 
new mothers eround the time of birth. 

Keet Eledon dieplaye the only pattern of higher than risk 
for infant mortality end lower then predicted nek for both 
birthe to teens and low birthweight infants (III-IM-P; I-TB-P I- 
LBH-P) out of 76 caeee. Zn this community, infant inortality is 
not associated with socioeconomic or demographic patterns, or 
with births to teene or low birth weight. Even though the area's 
actual infant mortality ratee are low for 3 yeare (7.5, 6.0 7.9) 
average for 1 year (15.3) and high for 2 yeare (52.6, 3 ) when 
compered to Chicego's overall rate, theee actual infant mortality 
rates are etill higher than what "ehould be** given its 
socioeconomic and demogrephic profile and in terme of its low 
retee of births to teene and low birth weight infants. 
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west Elsdon is characterized by a large older population 
(i.e., 18% are 65 years or older coapar^^d to a city average of 
11%; th^ median age is 44 coapared to a jityvide average of 2 5. . 
Thi can explain the area being at low risk for teen births ana 
^ lov birthweight, but it does not explain its status as an area at 

high risk for infant aortality. Rather, older natemal age and 
infants who are of normal birthweight — factors which would be 
associated with low infant aortality — are in this case associates 
with high infant mortality. A possible explanation for this 
phenomenon derives from the fact that the only hospital in the 
area closed in 1975 and was never replaced, a presumed effect cf 
which is a leclc of pvenatal care and parent education programs. 
This, in contrast w:.th the Belsont Cragin and Chicago Lawn 
situation discusseJ earlier, strongly suggests that we are 
observing the effsct of negative institutional policy and 
practice at work in the social environment for child bearing. 

The other high risk community with higher than predicted 
rates. Grand Boulevard, was the only community in this study 
which ^ad both one of the city's highest actual rates of infant 
mortality (ranging from 21.5 to 32.8 over this six year period) 
as well as rates that were even higher than would be predicted 
for such an impoverished community. Although the rates of births 
to teens and lov birth weight infants are among the high<»st in 
the city. Grand Boulevard is still within the predicted range for 
these two variables. 
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Grand Boulevard (Area 38) 





Actual 


Predicted 


Actual 


Predicted 


Act 


1 


Predicted 




IM 




IM 




13 








LBW 


LBW 


1980 


32 


8* 


14 


.2-31 


0 


39 


4 


36. 0-42. 


6 


16 


6 


14 


.7-17.9 


1981 


26 


0 


11 


.4-29 


0 


37 


8 


33. 1-39. 


1 


17 


2 


15 


.2-18.4 


1982 


22 


7 


19 


8-31 


0 


36 


2 


35.0-41. 


8 


18 


3 


15 


.6-18.f 


1983 


30 


0* 


15 


2-29. 


2 


36 


7 


34.8-41. 


7 


17 


5 


15 


.2-18.2 


1984 


21. 


5 


18 


4-30. 


0 


35 


9 


31.5-37. 


9 


16 


4 


14 


. 5-17 . 5 


1985 


29 


0* 


7 


6-26 


0 


35 


5 


31.6-38. 


2 


14 


.7 


12 


.5-16.1 



1 



This nigh rate infant aortal ity is not adequately 
explained by denographic or socioecononic factors, teei. births, 
or rate of low birthweight. This leads us again to local history 
for an idiosyncratic explanation. 

One factor to consider in Grand Boulevard is the a typically 
high rate of Sudden Infant Death Syndrome (SIDS) . 32.4% of all 
infant aorta I ity deaths in Grand Boulevard in 1983 was diagnosed 
as sirs compared to 20.9 for Chicago and 12. 4 for the nation. 
Research has indicated that such a^nomaXly high rates of SIDS 
■ay be due to unrecoc^-nized naltreatment, accidents, or neglect 
(Bass, 1986) . 

In a study by Zumalt and Hirsch, (198 ) only 15-20% of 
children vho died by violence shoved any external injuries. 
Careful investigations of "unexplained" (SIDS) deaths often 
shoved physical abuse as the cause. Additional "unexplained** 
causes of infant Mortality due to physical neglect included ^ 

i 
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exposure to a dargsrous environment, failure to provide redicai 
care when needed, and exacert^ation of natural disease by neglect - 

Another factor for consideration is atypical ly hich rates 
of child hoaicide in an area. In a study of child hoaicides m 
CooJc county, Cristoffel found that all hoaicides occurred in only 
22% of the county's census tracts. Additionally, there were 
alaost as many deaths labeled "undeterained" which were acre 
probably hoaicide cases, as there were deaths labeled hoaicide 
(Cristoffel, 196'; , The underreporting of hoaicides is dje to 
insufficient evidence, negligence by aedical examiners, and the 
reluctance or ur.villingness of reporters to consider hoaicide a 
diagnosis (Jason, 1983) . 

Because crar'* Boulevard also has one of the highest child 
abuse and neglect rate» in Chicago (13.5 per 1000 in 1980), the 
higher infant aortality rate could reflect its higher rates of 
\inidentified child abuse and neglect. Other research has 
detemined that infants fro» physically abusing families are at 
greater risk of death, though not necessarily by physical abuse 
(Creighton, 198C; Roberts, 1980). The "unexplained" infant 
mortality may be attributed to a social cnvironaent that has 
deteriorated ever, further than the already sad socioeconomic and 
demographic data indicate. Informal observations and discussions 
with expert informants tend to support this view. 



CONCmSIOM 

This study sheds light on the human ecology of infant 
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mortality by highlighting the interplay of social systems in the 
•xperiencs and development of infant human organisms. It 
demonstrates two distinct meanings of high risk, and documents 
th* rol« of socioeconomic and demographic correlates in 
••tabliihing a community's lavsl of risk as an environment for 
children. It further identifies comnunitiss that require 
idiosyncratic, "historical" explanations beyond simple 
socioeconomic and demographic profiling. Thus it contributes to 
our understanding of the human ecology of early childhood. 
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TABU I 



CORRELATIONS FOR INF W MORTALITY , BIRTHS TO TEENAGE MOTHEERS, 
AND I/)W BIRTHWEICHT INFANTS WITH DEMOGRAPHIC 
AND SOCIOECONOMIC VARIABLES 



Infant 

\ Mortality 

1980 .59 

"•X .67 
19S2 .S3 

.69 
.78 

1»W .70 



^••n Low Birthwaight 

Birth! Infanta 

'94 .91 
.96 .94 
•« .92 
'95 .94 

•« .93 
'95 .91 



f 



1 
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TABLE II 



CORRELATIONS BETWEEN INFANT MORTALITY. 
BIRTHS TO TEENAGE MOTHERS, AND LOW BIRTHWEIGHT INFANTS 



Infant Mortality/ Infant Mortality/ Teen Birth*/ 
Tacn Births Low Birthweight Low Birthweight 



1980 .92 .97 .97 

1961 .85 .91 .96 

1982 .93 .97 .97 

1983 .94 .96 .97 

1984 .95 .95 .97 

1985 .89 .92 .96 
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TABLE III 



PATTERNS or PREDICTED HIGH RISK, PREDICTED LOW RISK, 
AND WITHIN PREDICTED RANGE FOR INFANT MORTALITY, 
BIRTHS TO TEENAGERS AND LOW BIRTHWEIGHT INFANTS 



X - Stably Low Risk for at l«ast 3 out of 6 y^ars 
II - Stttbly Within Pr«dict«(« Rang* for at laast 3 out of 6 years 
III - Stsbly High Risk for at Isast 3 out of 6 years 



Infant 


Teen 


Low Birth- 


Mortality 


Births 


weight 


II 


II 


II 


II 


I 


II 


II 


III 


II 


II 


II 


III 


II 


III 


III 


II 


I 


I 


I 


I 


II 


I 


II 


I 


I 


I 


I 


II 


liT 


I 


III 


II 


II 


I 


:i 


II 


I 


III 


III 


III 


I 


I 


III 


I 


III 


III 


III 


I 


III 


III 


II 


III 


III 


ill 


I 


I 


III 


I 


II 


III 


I 


III 


I 


I 


III 


II 


II 


II 


I 


II 


I 


III 


III 


I 


II 


III 


II 


I 


III 


II 


III 



Number of Communities 
with This Pattern 
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TABLE IV 



T'ATTERNC OF INFANT MORTALITY, BIRTHS TO TEENS, 
LOW BIRTHWEIGHT oi COMMUNITY AREA 



ANO 



I - 
II. - 
III - 
Area 



Stably Low Risk (or at least 3 out of 6 years 

Stably Ivithin Predicted Range for r.t least 3 out of 6 years 

Stably High Risk for at least 3 out of 6 years 



Infant 
Mortality 



Teen 
Births 



Low Birth- 
Weight 



1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
20 
23 
30 
31 
32 
33 



II 
II 
II 
II 
II 
II 
II 
II 
I 
I 
I 
II 
I 
II 
II 

I 

III 
I 

III 
II 
IX 
II 
II 
II 
II 
II 
II 
II 
II 
II 

II 



II 
I 
II 
I 
II 
II 
II 
III 
I 
I 
I 
I 
II 
II 
II 
II 
I 
I 
II 
III 
II 
II 
III 
II 
II 
III 
II 
II 
II 
I 
I 
I 
I 
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Infant Teen Low Birth- 

Mortality Births Weight 



70 II 

71 II 
72 

73 II 



II 
II 
II 
I 
II 
II 

III III 



II 
II 

I II 
II 
I 
I 

II II 

III 



34 II II 

35 II II 

36 II II 

II " "I 

38 III II 

« \l \ ^" 

47 II I 

44 

« I I 

46 II r 

47 III III 

48 II 

49 II III 

50 I I 

52 Vr " 

53 " 

" — III II 

" II II 

" " III III 

" " III III 

II _ ? II I 

III III 
III 

III II 

III II 

I I 
II 

I 

II III 

'II III 

III II 

III I 



58 III 

59 II 

60 II 

61 II 

62 III 

63 II 

6^ I II 

65 II 

66 

67 if 

68 IT 



S! II I J 

II II 



II III 

II I 
III 

I II 



II " III III 

^6 II II II 
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